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The Physiology of Menstruation; its Relation to the 
Etiology and Treatment of Functional Uterine Bleedings, 


By D. J. Cannon, B.A., M.B., B.Ch., M.A.O. (N.U.I.). 
Late Ext. Assistant, Coombe Hospital; Examiner in Medicine 
and Gynecology, N.U.I. 


WHILE the past twenty years have added much to our knowledge 
of the physiology of menstruation, there is still much to learn and, 
perhaps, unlearn. It is one of the most fascinating and fertile 
fields in gynecology. As menstruation is closely related to the 
ztiology of functional uterine bleedings, it will be necessary to 
restate the cardinal features of the new physiology, with special 
emphasis on those aspects that are relevant to the purposes of my 
paper. Reference will also be made to certain views upon men- 
struation which seem to darken, rather than illuminate, the path of 
our present inquiry. 

In a previous communication’ I dwelt upon the arguments in 
favour of the view that human menstruation represents pro-cestrual 
and pseudo-pregnant degeneration telescoped, so to speak, into 
one. Marshall? was the first to formulate what is appropriately 
called the telescopic view of menstruation. According to Marshall, 
however, pro-cestrus, or the follicular phase, begins at the second 
half of the cycle and coincides, therefore, with pseudo-pregnancy 
or the luteal phase. There is, in other words, a complete over- 
lapping of both phases. According to the view I expressed in my 
paper, pro-cestrus or the follicular phase begins at the end of men- 
struation and ends with the beginning of the flow. There is, in 
other words, a partial overlapping. According to Marshall, ovula- 
tion inaugurates both phases. According to my view ovulation, 
which inaugurates the luteal phase, occurs during the development 
of pro-cestrus or the follicular phase. According to either view, an 
interval of several days must elapse between ovulation and the 
end of the pro-cestrus. That, I admit, is a real difficulty. 
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Since the publication of my paper on the physiology of 
menstruation I received a most interesting communication from 
Zuckermann,' in which he stated that in 1929 he suggested an 
interpretation of the primate menstrual cycle which seems to him 
to be in closer agreement with the established facts than any of 
the theuories discussed. 

According to Zuckermann’s interpretation, menstruation in 
cycles in which ovulation occurs represents a delayed breakdown 
of the pro-cestrual growth which heralds ovulation, combined with 
a breakdown of the pseudo-pregnant growth which follows the 
same ovulation. In cycles in which ovulation does not occur, as 
in monkeys during certain seasons of the year (and in some 
humans*), menstruation represents only a delayed breakdown of 
pro-cestrual development. What, precisely, does Zuckermann 
mean? In the lower animals at all times ovulation occurs during 
cestrus or at the end of pro-cestrus. This is followed immediately 
by pseudo-pregnancy or the luteal phase. In man, too, at an 
earlier stage of human evolution, ovulation, in all probability, 
occurred at the end of pro-cestrus, and pseudo-pregnancy was 
probably a post-cestrual development. At a later stage of human 
evolution, however, the short oestrus period, or recurring period, 
of sexual desire disappears and pro-cestrus, when it reaches 
its acme at the point of ovulation, instead of breaking down is 
prolonged at the same level of development into the luteal phase, 
and only breaks down during actual menstruation. I do not know 
of any mechanism by which this change can take place. Zucker- 
mann himself admits the difficulty of providing an explanation. 
‘“‘The delay is hardly due,’’ he says, ‘‘to the continued secretion of 
cestrin by the corpus luteum for, according to Parkes, it is doubtful 
whether corpus luteum contains cestrin; besides, the appearance 
of the next menstruation is not hastened in those cycles in which 
ovulation does not occur and in which there is no corpus luteum.”’ 

Assuming that the human menstrual cycle has been evolved 
from the sexual cycle in the lower animals, what is the biological 
or phylogenetic significance of a delayed breakdown of pro-cestrual 
growth ? If delayed pro-cestrus has any phylogenetic reason behind 
it we may be able, sooner or later, to ascertain the modus operandi 
by which nature’s purpose is achieved. It seems to me to have 
none, and Zuckermann himself has not provided us with any such 
reason. 

In a previous communication I stated that ‘‘the monoestrous 
cycle is, phylogenetically considered, probably fundamental.’’ As 


* Corner has cited several instances in the J.A.M.A., 89; 1838-1840, 1927. 
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animals, however, begin to live under more sheltered conditions, 
and as the chances of sexual congress become correspondingly less, 
the polyoestrous replaces the moncestrous cycle as the more certain 
method of fertilization. No sooner is one cycle finished than 
another begins. Nature enters upon a fresh adventure in the hope 
that she will be more successful the next time. In the human 
subject, on account of evolutionary forces which we need not stop 
to consider, as the discharge of the ovum which originally took 
place, probably at the height of pro-cestrus or commencing cestrus, 
began to take place on the slope, so to speak, Nature decreed that 
the sooner the bridal suite is prepared for the reception of the ovum 
after its discharge the better for the race. In this way, the pseudo- 
pregnant phase, instead of being a post-cestrual development, 
became fused with pro-cestrus. This argument in favour of the 
special type of telescopic theory that I am advocating rests upon 
the view that before the human menstrual cycle became fully 
established the occurrence of ovulation during, instead of at the 
height of, pro-cestrual growth was the first great change that took 
place in the evolution of the human menstrual cycle from the 
sexual cycle in the lower animals. If that premise is accepted, then 
I think we shall have to accept the special type of telescopic theory 
which I have propounded. On the contrary, we shall have to admit 
that Zuckermann’s theory, although it keeps fairly within the facts 


of physiology, does not appear to have a phylogenetic significance. 


WHITEHOUSE’s VIEW OF MENSTRUATION. 


Whitehouse’s view bears a remarkable resemblance to the view I 
have expressed. He* agrees that pro-cestrual development goes on 
during the interval phase and that it extends into the luteal phase. 
What, then, is the difference? There is this great difference; that 
(as I understand or perhaps misunderstand Whitehouse) while the 
luteal phase comes to an abrupt end during menstruation, proestrus 
continues throughout menstruation. ‘‘While the remains of the 
previous débacle are being cleared away,’’ says Whitehouse, ‘‘the 
stage is being set for the next scene, which Nature trusts may be 
more successful.’’ Although menstruation results not only from 
necrosis of the pseudo-pregnant decidua, but also from pro-cestrual 
hyperzemia, there is, according to Whitehouse, no definite break- 
down of pro-cestrual growth. 

In my opinion and that of Zuckermann menstruation marks 
the end not only of pseudo-pregnancy but also of pro-cestrus. 
After a very short interval the follicular phase restarts; in other 
words, there are two cycles. On account, however, of the super- 
vention of the luteal phase or short cycle upon pro-cestrus or the 
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follicular phase, the latter is difficult to decipher. According to 
Whitehouse, there is only one cycle—the luteal phase which is 
superimposed upon the follicular phase, which is, in reality, a 
continuous affair. Its continuity is disguised by the intervention 
of menstrual bleeding. 

According to Whitehouse, menstrual bleeding from a pre- 
menstruating endometrium is due to the withdrawal of the 
uplifting influence of the special hormone of the corpus luteum. 
How does he account for bleeding from an interval endometrium ? 
Bleeding of this kind takes place in monkeys during the non- 
breeding season. It can be artificially produced in the human by 
the destruction of the Graafian follicle (Whitehouse). On White- 
house’s theory, bleeding from an interval endometrium cannot be 
explained by the withdrawal from the circulation of cestrin because, 
ex hypothesi, the amount of free cestrin circulating in the blood 
is more or less constant. It is for this reason, I should think, that 
Whitehouse is driven to postulate the existence of a special 
hormone manufactured by the Graafian follicle similar to that 
manufactured by the corpus luteum. According to Whitehouse, 
it is the withdrawal of the special hormone of the Graafian follicle 
which causes bleeding from an interval endometrium. In a 
previous communication I' pointed out that the production of 
bleeding in castrated monkeys, by the discontinuance of cestrin 
after a certain amount had been administered, renders superfluous 
a special hormone in the Graafian follicle. The demonstration* by 
Frank of the disappearance of cestrin from the circulation after 
the first day of menstruation completely shatters Whitehouse’s 
view, and strengthens the view that menstruation represents a 
breakdown of pro-cestrual as well as pseudo-pregnant growth. 

When we come to consider the ztiology of functional uterine 
bleedings, we shall see that the theory of Whitehouse, instead of 
helping us, adds to our difficulties. It is easy, I know, to mis- 
understand an author when he attempts to elucidate such a difficult 
subject as that of menstruation. Many interesting facts have 
emerged since Whitehouse formulated his theory. In the light 
of these facts I should be interested to know his latest interpretation 
of menstrual bleeding and menstrual irregularities, for there is no 
other gynzcologist who has done so much to stimulate our interest 
in these fundamental problems. 

Is there any evidence that the corpus luteum controls the 
periodicity of pro-cestrus or the follicular phase in man and the 
monkey? This problem is of fundamental importance, for it is 


«YJ. 


* The Female Sex Hormone, Bailliére, London, 1929 
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related to the ztiology of the more important of the functional 
uterine bleedings. 

According to some observers the corpus luteum in many of the 
lower animals appears to inhibit the follicular phase or oestrous 
cycle. Loeb® in the guinea-pig, and Hammond‘ in the cow, have 
shown that the removal of the corpora lutea after ovulation has 
led to a much earlier return of the oestrous cycle. On the contrary, 
Parkes failed to disturb the periodicity of the cestrous cycle in 
the unmated mouse by direct elimination of the corpus luteum by 
exposure of the ovaries to X-rays. According to Parkes, this 
is probably due to the fact that in this animal the di-cestrous inter- 
val is very short, and virtually no development of the corpora 
lutea to a functional stage takes place in the unmated cycle. After 
sterile copulation, however, when the cycle in the mouse possesses 
a definite luteal phase, the elimination of the corpora lutea hastens 
the reappearance of oestrus. Similar conclusions may be drawn 
from converse experiments; namely, from the experimental pro- 
longation of the functional life of the corpus luteum. 

Papanicolau injected lipoid extracts of corpus luteum capable 
of causing the suppression of the oestrous cycle for a considerable 
time. Parkes and Bellerly inhibited oestrus in the unmated 
mouse by the injection of corpus luteum made with fat solvents. 
Corpora lutea of the cow were dissected and all hollow specimens 
rejected. Quite recently it has been found possible to prolong 
the functional life of ovarian luteal tissue almost indefinitely, by 
the injection of sodium hydroxide extracts of the anterior pituitary 
body (Prolan B. or the luteinizing hormone). In the mouse and 
the rat the immense production of luteal tissue which follows such 
treatment is associated with the complete absence of cestrus and 
ovulation. ‘“We are not quite clear,’’ says Parkes, ‘‘as to how the 
corpus luteum brings about the suppression of the cestrous cycle 
in these animals. It cannot be merely a local mechanical effect 
in the ovary itself. The presence of a corpus luteum in one ovary 
is sufficient to inhibit the cestrus-producing activity of both ovaries. 
In the cow only one corpus luteum is normally present. It is 
probable, therefore, that the special hormone of the corpus 
luteum has a direct cestrus-inhibiting effect.”’ 

In transferring the results of these experiments to man and 
the monkey we must not forget that the pre-menstrual phase is not 
exactly a post-cestrual development; that it represents a fusion of 
pro-cestrual and luteal development. It would, therefore, be natural 
to expect that the special hormone of the corpus luteum, instead 
of being antagonistic to the oestrus-producing hormone, is, to a 
certain extent at any rate, complementary to it. On the other 
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hand, the complete suppression of the follicular activity in both 
man and the monkey during pregnancy is highly suggestive that 
the corpus luteum of pregnancy inhibits the follicular phase. It 
should be remembered, however, that functional correlation, 
although highly suggestive, is not definitely conclusive of a causal 
relation. Besides, the corpus luteum of pregnancy may differ 
from the corpus luteum of menstruation. In a previous paper I 
quoted a case*® of mine in which the surgical removal of the corpus 
luteum did not appear to accelerate the next menstruation. The 
result, to me, seemed rather strange in view of the fact that in 
the human the luteal phase, unlike that in the unmated mouse, 
is well developed. The corpus luteum of menstruation, in other 
words, appears to be functionally active. In my case it is true 
that a small amount of ovarian tissue was removed with the corpus 
luteum. Besides, my experiment involved a surgical operation. 
The result I obtained has been confirmed by a more carefully 
controlled experiment carried out by~ Whitehouse.’ In_ this 
experiment meticulous care was taken to remove nothing but the 
corpus luteum. None the less, Whitehouse’s experiment also 
involved a surgical operation, the post-operative effects of which 
may be confused with those due to ablation of the corpus luteum. 
In an animal such as the cow the corpus luteum can be readily 
squeezed out from the rest of the ovary. The cow, therefore, is 
an ideal subject for experiments of this nature. Against the results 
obtained by myself and Whitehouse may be mentioned the fact 
that the human cycle may cease when the corpora lutea persist 
abnormally, and the removal of such is followed, according to 
Ochsner,** by the return of the cycle. As relevant to this inter- 
esting problem, so far as man and the monkey are concerned, let 
me indicate, briefly, a number of careful observations which have 
been made on what is called the sexual skin of the female monkey. 

By the sexual skin is meant that part of the body surface 
adjacent to the external genitals which shows. characteristic 
changes during the menstrual cycle. In 1926 Allen recorded the 
disappearance of cyclic changes in the sexual skin of spayed females 
of the species of mulata. He also showed that the sexual skin 
of spayed animals became active upon the injection of oestrin. 
The skin varied from a faint red to a deep purple. Allen’s interest- 
ing observations, therefore, provide us with a method, comparable 
to that of the vaginal smear technique, of measuring cestrual 
changes in the monkey. 


Under the influence of Allen’s scientific observations, Zucker- 
mann has made a special study of a certain type of the sub-human 
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primate and published the results in the pamphlet to which I have 
already referred. Zuckermann noticed that, in monkeys which 
ovulate, the sexual skin-changes take place during the first half 
of the cycle and suddenly disappear during the second half, and 
also during pregnancy. He interprets his observations as follows : : 
Oestrin is secreted in increasing quantities throughout the earlier 
half of the cycle, producing changes in the sexual skin and a 
gradual growth of the endometrium, not exceeding the amount 
characteristic of the interval stage. At the middle of the cycle the 
amount abruptly diminishes. Sexual skin-changes disappear, but it 
would seem that sufficient hormone remains operative to maintain 
the interval unchanged for a further two weeks until the cycle ends 
with menstruation. I do not think anyone will quarrel with 
Zuckermann’s interpretation, According to the special type of 
telescopic theory which I have propounded there should be sufficient 
free cestrin in the blood to maintain pro-cestrual development until 
the beginning of menstruation. There must, therefore, be some 
mechanism by which the cestrin is prevented from producing its 
full somatic effects during the pre-menstrual phase. Is the in- 
hibition due to the special hormone of the corpus luteum? This 
hormone, it is true, becomes active only during the second half of 
the menstrual cycle. In monkeys, however, during the non- 
breeding season when the corpus luteum is absent, the periodicity 
of the follicular phase is undisturbed, and its characteristic contour, 
as indicated by the sexual changes, appears to be similar to that 
which we find in monkeys that ovulate. From these observations 
we may conclude (1) that in monkeys (and humans) that do not 
ovulate the follicular phase, like that in the unmated mouse, is 
entirely independent of the influence of the corpus luteum ; (2) that 
in monkeys (and humans) that ovulate the corpus luteum is not 
responsible for maintaining the interval endometrium unchanged 
during the second half of the cycle ; (3) that in man and the monkey 
no inference can be drawn as to whether the corpus luteum, when 
present, exercises any inhibiting influence on the follicular phase. 
Granting, however, that the corpus luteum exercises an inhibit- 
ing influence on the follicular phase in the lower animals, and even 
in the human, there is some mechanism more fundamental than 
the corpus luteum which regulates this phase or. cycle. If the 
corpus luteum is the sole regulator, how can we account for the 
cestrous cycle in animals at puberty or after an oestrus when no 
corpora lutea are present? For that reason I hold that the 
mechanism responsible for maintaining the interval endometrium 
unchanged during the second half of the menstrual cycle is an 
integral part of the mechanism responsible for initiating the 
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follicular phase and for its gradual development during the first 
half of the cycle. 

The nature of this complicated mechanism is of fundamental 
importance to a proper understanding of the etiology of the more 
important of the functional uterine bleedings. 


THE MECHANISM OF BLEEDING IN NORMAL MENSTRUATION. 


Let me indicate briefly the different views in regard to the 
mechanism in normal menstruation. This is an_ interesting 
problem in physiology. Besides, it is closely related to a similar 
problem in that interesting type of irregular bleeding called 
metropathia hemorrhagica. Novak and Whitehouse® support the 
traditional view that the withdrawal of hormonic support is 
sufficient in itself to account for normal menstrual bleeding. Why, 
then, is menstrual bleeding peculiar to man and the monkey ? 

Dissatisfied with the traditional view, Frankl formulated the 
following theory in regard to normal menstruation :— 

The corpus luteum elaborates a special hormone that is 
responsible for the pre-menstrual phase of the human menstrual 
cycle. This phase is characterized by the presence of mucus in 
the large tortuous glands and of cedema and hyperemia of the 
stroma. The oedema of the stroma closes the efferent ducts leading 
to the surface of the endometrium and so effectually prevents the 
escape of mucus into the cavity of the uterus. When, on the death 
of the ovum, the corpus luteum begins to degenerate, the turges- 
cence of the endometrium subsides. The efferent ducts are opened, 
and mucus escapes into the cavity of the uterus. The mucus, 
which contains trypsin, digests the superficial endometrium by its 
power to digest the fibrin element and prevents the coagulation of 
the blood. Hence the flow of uncoagulated or menstrual blood. 

In a previous paper I stated that ‘‘Frankl’s'® view from the 
strictly anatomical point of view is an extremely neat theory. Is it 
physiologically sound? It assumes that the trypsin-containing 
mucus has the power of eroding healthy tissue. Ferments, as a 
rule, do not cause necrosis of living tissue unless it is damaged 
by chemical or bacterial poisons. Granting, however, that the 
trypsin-containing mucus is capable of necrosing healthy living 
tissue, why is it necessary for the mucus to escape from the ducts 
into the cavity of the uterus before it begins its destructive work ? 
Why, in other words, should not necrosis occur before the ducts 
are opened? ... Frankl’s view, instead of shedding light on 
the mechanism of bleeding in metropathia haemorrhagica, makes 
confusion worse confounded. Glandular hyperplasia, the charac- 
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teristic feature of the endometrium in such a condition, is 
anatomically quite different from the pre-menstrual phase of the 
human menstrual cycle. For one thing, in glandular hyperplasia 
there are no efferent ducts.’’ To this criticism I should like to 
add that Frankl’s theory fails to explain bleeding from an interval 
endometrium, for the latter has not reached the secretory stage. 

What then causes menstrual bleeding? It cannot be entirely 
due to the withdrawal of hormonic support. If that were the 
complete explanation menstrual bleeding would not be peculiar 
to the higher animals. The retrogressive changes that occur in 
the uterus and vagina of the lower animals are surely indicative 
of the withdrawal of hormonic support. Yet there is no menstrual 
bleeding. 

Elsewhere I have stated ‘‘that a subsidence of the turgescence 
and hyperemia of the endometrium is a result of the departure 
of a hormone I could readily understand.* That the very living 
structure itself should fade away and shed blood for its departed 
guest is really too much for my credence. I am inclined to the 
view that decidual necrosis, accompanied by menstrual blood, is 
the result of a toxin. What is the origin of the toxin? That is a 
question we may well ask without being able to give any confident 
reply.’’ Since these lines have been written I understand that the 
administration of oestrin to castrated monkeys after partial hypo- 
physectomy fails to induce bleeding. It would appear, therefore, 
that the hypophysis is the source of this hypothetical entity.+ 

Recently, Hartmann" and Young” have expressed their views 
on the actual mechanism of bleeding in normal menstruation. 
They, too, are of the opinion that a hypothetical entity, probably 
outside the ovary and uterus, is necessary for menstrual bleeding. 
‘‘Many years ago,’’ says Young, “‘I pointed to the fact that the 
phase of bleeding into and from the mucous membrane of the 
uterus is found in the organisms (man and the monkey) in which, 
at the corresponding phase of the fertile cycle, placentation is 
accompanied by a free extravasation of blood in the same region. 
There was, moreover, clear evidence that these changes are 
produced by a chorionic hormone similar to that present in the 
pre-bleeding phase of menstruation . ... I have expressed 
the relation between menstruation and implantation somewhat 


*In the current number (May, 1931) of the American Journal of Obstetrics 
and Gynecology, Bartlemes has proved by careful observation that a genuine 
involution of the mucous membrane takes place (probably by the mechanism 
described by Frank]) preliminary to actual necrosis and bleeding. 


{This entity, probably manufactured by the pituitary gland, must be 
carefully distinguished from Prolan A and Frolan B. 
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figuratively by saying that the endometrium bleeds in anticipation 
just as it bleeds with realization.’’ The gist of Young’s interesting 
remarks is that as extravasation of menstrual-like blood which 
occurs after implantation of the fertilized ovum is due to a special 
chorionic hormone and not to the phagocytic action of the 
trophoblast, so menstrual bleeding is also due to a similar hormone. 
This conception of a hypothetical entity, probably outside the 
ovary and uterus, as the fundamental and basic principle of 
menstruation should not, however, blind us to the conditions which 
must be fulfilled before this hypothetical: entity becomes operative. 
From Allen’s'* experiments upon castrated monkeys we know that 
the discontinuance of oestrin, after a certain amount has been 
administred, causes bleeding from an interval endometrium. 
According to Young, a traumatic assult upon any part of the 
normal reproductive mechanism provokes uterine bleeding. If 
any theory of menstruation is advanced that ignores or explains 
away these well-known experimental facts, so much the worse for 
the theory. These facts can only be interpreted to mean that the 
withdrawal of hormonic support is a necessary stimulus to the 
release of the toxin, hormone—call it what you will—which is 
the basic cause of menstrual bleeding. The correlation between 
the amount of blood lost and the endometrial changes in the 
uterus makes us think that the amount of blood lost is proportion- 
ate to the somatic effects produced by the ovarian or, perhaps, 
pituitary-ovarian hormones. | may say, in passing, that if the 
withdrawal of hormonic support exercises no causal influence on 
menstrual bleeding we must abandon all hope of correcting 
irregular bleedings by the administration of ovarian and pituitary 
hormones. 
METROPATHIA HA:MORRHAGICA. 

In two previous communications® '* | elaborated upon the 
nature of this interesting condition, with special reference to the 
histological contributions by both Novak and Shaw. Let me 
indicate, briefly, one or two points that have not been touched 
upon in my previous communications. 

While glandular hyperplasia is a characteristic feature of the 
endometrium in these cases, Novak draws attention to an interest- 
ing group of cases in which hyperplasia of the stroma without 
glandular change is the histological finding. Uterine polypi in 
which there is typical glandular hyperplasia are sometimes 
associated, curiously enough, with hyperplasia of the stroma, with- 
out glandular changes. This association occurs in one per cent 
of all cases of metropathia hzemorrhagica. Recently, I reported 
a case of metropathia hemorrhagica in which this association 
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was found.’* In cases of hyperplasia of the stroma without 
glandular changes the endometrium is of normal thickness. The 
scrapings are usually thrown away as of no gynecological 
significance. The pathologist, unless he is familiar with stromal 
hyperplasia, may send back a report of normal endometrium 
because he does not find any glandular changes. 

The mechanism of bleeding in metropathia hzmorrhagica is 
an interesting problem. German investigators take the view that 
when the hyperzemia of the endometrium, under the influence of 
cestrin, reaches a certain degree of congestion, bleeding takes 
place by diapedesis, not by necrosis. The demonstration by both 
Novak and Shaw that bleeding takes place by. necrosis has pro- 
voked an attempt to homologize the mechanism of bleeding in 
metropathia hemorrhagica with that of normal menstruation. The 
degeneration of the corpus luteum during normal menstruation is 
suggestive that the withdrawal of the special hormone of the corpus 
luteum provokes normal menstrual bleeding. The production of 
premature bleeding by the surgical removal of the corpus luteum 
confirms the suggestion. The degeneration of the follicular cyst 
(Whitehouse, Wilfrid Shaw) during actual bleeding in cases of 
metropathia hemorrhagica suggests the hypothesis that the with- 
drawal of the cestrus-producing hormone provokes severe bleed- — 
ing. The production of severe bleeding by the excision of a 
follicular cyst (during the amenorrheeic phase) from the ovary of a 
monkey suffering from .irregular bleeding strengthens the 
hypothesis (Hartmann). 

There is, to be sure, a vast difference between normal menstrua- 
tion and the bleeding in metropathia hemorrhagica. In the former 
the bleeding is under control. In the latter it is uncontrolled; or 
to express the difference in another way, in the former there is a 
normal follicular phase ; in the latter follicular growth is prolonged 
indefinitely. What is the cause of this? 

According to German and American investigators, this pro- 
longed and irregular growth or hyperplasia is due to the absent 
or defective corpus luteum. This view is based upon the assump- 
tion that the corpus luteum inhibits the follicular phase. ‘‘If there 
is some defect in the motor impulse (located by Schroeder in the 
germ plasm of the egg),’’ writes Graves,* ‘‘the Graafian follicle 
persists and the corpus luteum does not undergo the customary 
pre-menstrual secretory change. Under the uncontrolled influence 
of the cestrus-producing hormone contained in the persisting 
follicle, it acquires, instead, an irregular growth called ‘hyper- 


* Amer, Journ. Obstet. and Gynecol., Oct., 1930. 
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plasia.’ While I do not disagree with Graves’ fundamenta! 
assumption that the corpus luteum inhibits the follicular phase 
in the human menstrual cycle, I disagree that the sexual motor 
of the ovary is located in the germ plasm of the ovum and that 
glandular hyperplasia is entirely the result of excess of oestrin. It 
seems to me that this view of the ztiology of metropathia hamor- 
rhagica, although it may represent a fragment of the truth, appears 
to ignore the more basic factors that regulate the follicular and 
luteal phases of the human menstrual cycle. In order to have a 
working conception of the ztiology of metropathia haemorrhagica 
I think we shall have to make the assumption that the mechanism 
which controls the luteal phase is to a certain extent antagonistic 
to that which controls the follicular phase. That assumption is, 
no doubt, implied in Graves’ view. Owing to some defect in the 
mechanism responsible for ovulation (no longer regarded as 
contained in the germ plasm of the ovum) the mechanism that 
controls the luteal phase is either absent or defective. Conse- 
quently the periodicity and characteristic development of the 
follicular phase disappears; there is, instead, a prolonged and 
irregular follicular growth or glandular hyperplasia. Should the 
corpus luteum be absent there will be no luteal phase whatever, 
and acyclic bleeding will be the characteristic symptom. Should 
the corpus luteum be deficient there will be an immature luteal 
phase, and menorrhagia will be the dominant symptom. 

In normal menstruation the follicular phase represents not only 
changes occurring in the uterus but parallel changes in the ovary. 
On account of these latter changes it has been named the follicular 
phase or cycle. The administration of oestrin to animals during 
anoestrus or the period of sexual tranquillity produces uterine 
changes characteristic of oestrus, without, however, follicular 
changes in the ovary. We now know that the latter are due to 
Prolan A* or the cestrogenic hormone of the pituitary gland. 
We also know that this hormone activates oestrin, which produces 
the uterine changes characteristic of the oestrous cycle. Is excess 
of cestrin, per se, responsible for glandular hyperplasia as it occurs 
in metropathia hemorrhagica? Excess of oestrin has been demon- 


*It is true that in monkeys during the non-breeding season, when ovula- 
tion is suspended, although the follicular phase of the uterine cycle is 
exactly similar to that which occurs in these animals during the breeding 
season, there may be no corresponding ovarian cycle. We know that in 
mice fed with thallium, although the uterus may show the characteristic 
cestrual changes, there is no ovarian cycle. It seems to me that in monkeys 
during the non-breeding season, although Prolan A is an essential factor 
in the production of the follicular phase or pro-cestrus, there is probably, 
some factor present during this season that suspends the ovarian cycle. 
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strated in the blood in such cases, according to Frank’s technique. 
It has also been demonstrated by the sexual skin changes occurring 
in the monkey from irregular uterine bleeding (Hartmann). In the 
same monkey Hartmann observed that excision of the large follicu- 
lar cyst, which presumably contained a large amount of cestrin, was 
followed by bleeding and the disappearance of the sexual skin 
phenomena. From these observations it would appear that excess 
of cestrin plays an essential part in the production of glandular 
hyperplasia. Yet it does not tell the whole story; for excess of 
cestrin administered to animals during anoestrus, or the period of 
sexual tranquillity, does not produce glandular hyperplasia. In 
this connexion Hofbauer’s experiments upon the guinea-pig are 
of great interest. 

Hofbauer set out with the intention of producing experiment- 
ally in the guinea-pig an exaggeration of the proliferative 
phenomena which normally occur in the uterine mucosa during 
pro-cestrus. He selected the guinea-pig for his experiments on 
account of the similarity of the endometrium in this animal to 
that found in the human. In that way it is possible that the result 
obtained in the one might be transferred to the other without any 
great stretch of the scientific imagination. Extracts of pituitary 
gland, according to the method of Evans, were administered. In 
some cases, bits of fresh anterior lobe were transplanted. The 
extracts were injected for 12 successive days (one c.c. being the 
standard dose). Two transplants were made during the course of 
nineteen days. The animals were killed on the 13th day in 
the former group, and on the 2oth day in the latter group. There 
was a Striking increase in the stroma, most pronounced in its basal 
layer. In the upper two-thirds the glands were increased in 
number. Cystic dilatation was a characteristic feature of the 
cases treated by the method of transplantation, presenting the 
Swiss cheese pattern of hyperplasia as described by Novac. There 
was extensive dilatation and engorgement of the capillaries. 
The endometrium presented, in short, the typical features of 
glandular hyperplasia. 

In spayed animals there was little or no thickening of the 
endometrium. There were no glandular changes whatever. There 
was, however, a definite increase of the stromal tissue in the basal 
layer of the mucosa. There was engorgement of the capillaries 
in the basal connective tissue. Thus, after o6phorectomy, the 
reaction of the uterine mucosa to the hormone of the pituitary 
gland was limited to the basal layer. Both ovaries showed marked 
follicular activity, with little or no luteinization. The condition of 
the ovaries indicates, therefore, that Prolan A or the cestrogenic 
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hormone was mainly operative in these experiments. From Hof- 
bauer’s experiments it would appear that the glandular increase is 
directly due to excess of cestrin, and the increase of the stromal 
tissue to excess of Prolan A. If we are justified in transferring 
the results of these experiments to the interpretation of glandular 
hyperplasia, as found in metropathia hemorrhagica, then we may 
infer that typical glandular hyperplasia, as found in metropathia 
hzmorrhagica, is fundamentally due to prolonged activity of the 
Prolan A acting through the agency of the ovary. 

If, according to Whitehouse’s theory, there is really no definite 
follicular phase in the normal menstrual cycle; if it is, in other 
words, a more or less continuous affair, then it is really difficult to 
draw a proper line of distinction between normal menstruation 
and metropathia hemorrhagica. According to Whitehouse, 
glandular hyperplasia is partly due, at any rate, to the uplifting 
influence of the special hormone manufactured by the follicular 
cyst, for the bleeding is due to the withdrawal of this hormone 
from the circulation. This special hormone, according to White- 
house, is similar to the special hormone of the corpus luteum. 
If that is so, how does Whitehouse account for the fact that 
glandular hyperplasia shows no decidual reaction ? 


EPIMENORRH@A AND EPIMENORRHAGIA. 


The second type of functional uterine bleeding associated with 
abnormal ovulation is that in which there is a shortening of the 
menstrual rhythm. In many of these cases there is also prolonged 
and profuse bleeding (epimenorrhagia). In others the blood loss 
is normal in amount (epimenorrheea). 

These cases usually occur round the menopause. They may 
occur, however, at any period of the reproductive life. 

Wilfred Shaw’ has proved by histological investigation that 
not only is there premature bleeding in these cases, but also pre- 
mature rupture of the Graafian follicle. What is the explanation 
of this ovarian abnormality? Shaw states that at the present 
stage of our knowledge there is no satisfactory explanation: 
“These cases,’’ he says, ‘‘are frequently associated with parity, 
pelvic infection, etc., but we fail to understand the causal nexus, 
if such exists.’ 

According to Whitehouse,® * epimenorrhoea is due to the 
presence of ova of low vitality. There are two periods of life:when 
epimenorrhcea is common. The one is at puberty; the other is at 
the menopause. At these extremes of the reproductive period the 
ova are usually of low vitality. According to Whitehouse, the life 
o: the corpus luteum depends upon that of the ovum. ‘When the 
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latter dies a toxin is liberated which disintegrates the corpus 
luteum. Premature bleeding is therefore to be expected in cases 
associated with ova of low vitality. 

Whitehouse’s view rests upon a false assumption. We. now 
know that the artificial removal of the ovum from the Fallopian 
tube does not disturb the menstrual rhythm. In any case White- 
house’s theory does not explain premature ovulation. Nor does 
it explain the profuse bleeding which may occur in many of these 
cases (epimenorrhagia). 

According to Graves (loc. cit.), the corpus luteum in 
such cases is functionally inert or immature. Therefore it 
degenerates prematurely, with consequent premature bleeding. 
The premature degeneration of the corpus luteum hastens the 
next menstruation. Therefore there is premature rupture of the 
Graafian follicle. This argument rests upon the false assumption 
that the corpus luteum in such cases is defective or immature. 
According to Wilfred Shaw’’ the corpora lutea do not show gross 
deviation from the normal. The changes in the endometrium 
correspond to those found in association with corpora lutea of 
similar maturity of patients with normal menstrual cycles. The 
corpora lutea in such cases differ, therefore, from those found in 
certain cases of metropathia hemorrhagica. The latter, according 
to Shaw, are always defective and immature. 

I am inclined to the view that in cases of epimenorrhagia and 
epimenorrhoea there is premature growth and premature decay of 
Prolan A or the cestrogenic hormone of the pituitary gland. As 
we shall see later, experiment seems to prove that ovulation occurs 
at the height of activity of the ovulation-producing hormone of 
the pituitary gland. Is there any evidence that premature with- 
drawal of the ovulation-producing hormone causes bleeding from 
a pre-menstruating endometrium? The withdrawal of this hor- 
mone, which stimulates the production of cestrin as well as the 
ripening of the follicles, will have the same effect as the with- 
drawal of cestrin. 

If we accept the view that the pre-menstrual mucosa repre- 
sents the fusion of pro-cestrual and pseudo-pregnant development 
it is natural to expect that the premature removal of the 
cestrous-producing hormone should cause a dismantling of the 
pre-menstrual mucosa, Can this assumption be verified experi- 
mentally ? 

Allen** has demonstrated that in the monkey the destruction 
of the follicles on the 17th day of the menstrual cycle was followed 
by menstrual bleeding. At that date the pre-menstrual mucosa 
was, presumably, formed. As the corpus luteum appears to 
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exercise its normal function in the type of functional bleeding 
we are now considering, we should expect the corpus luteum to 
begin to decline at a later date than the actual bleeding time. This 
was borne out by histological investigation. Shaw,’’ in his investi- 
gation of the ovaries, states that in these cases the corpora lutea 
of the preceding cycles had not retrogressed to the normal degree. 
It is reasonable to infer, therefore, that the corpus luteum in such 
cases begins to degenerate at its usual time. Shaw’s finding 
supports my view that premature. bleeding in these cases is due, 
not to the premature removal from the blood of Prolan B or the 
luteinizing hormone (for that would involve premature degenera- 
tion of the corpus luteum), but to the premature removal of 
Prolan A or the cestrogenic hormone. What is the nature of the 
severe bleeding in many of these cases? In the majority of such 
cases Shaw noticed that the endometrium was hyperemic and 
succulent—an endometrial change resembling somewhat that 
found in the uterus of Hofbauer’s spayed guinea-pig after the 
administration of the pituitary hormone. 

In a few cases, however, Shaw found typical glandular 
hyperplasia. In any case, a markedly hyperemic endometrium, 
whether associated with glandular changes or not, obviously 
accounts for the severity of the bleeding. What is the cause of 
the endometrial change? Is the hyperzemic endometrium a stage 
in the development of typical glandular hyperplasia? If this view 
is accepted, then it would be reasonable to assume that the endo- 
metrial change is, fundamentally, due to an intensive rather than 
a prolonged activity of Prolan A working through the agency 
of the ovary; the mechanism that controls the follicular phase for 
some reason works more intensively and tires out more quickly 
than usual. This assumption is supported by the pathological 
condition of the ovaries in such cases. There is an increase in the 
number of cystic follicles. As maturation of the follicles is directly 
due to Prolan A, the increased follicular activity is a measure of 
the intensive activity of this hormone. In cases of epimenorrhoea, 
as distinct from epimenorrhagia, the activity of Prolan A is 
apparently not sufficiently intense to produce any. marked 
endometrial change. In metropathia hemorrhagica the endometrial 
change is due to a prolonged rather than an intensive activity of 
the oestrogenic hormone. This difference is expressed in the 
difference of the ovarian findings, for in metropathia hemorrhagica 
there is no increase in the number of cystic follicles. There is, 
instead, a large follicular cyst or, sometimes two, or perhaps three. 

Our analysis so far points to the fact that the bleedings we 
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have been considering are due to causes that disturb the 
periodicity of the human menstrual cycle. 

In a previous communication® I pointed out that the explana- 
tion of this periodicity is, fundamentally, a philosophical problem, 
and not a problem for the physiologists as such. Novak’® evidently 
takes the same view, for he writes: ‘‘In reference to Wagner’s 
view on the primacy of the corpus luteum, provocative as Wagner’s 
study is, it makes one wonder whether we are not chasing a will 
o’ the wisp ; for beyond the corpus luteum looms the pituitary and, 
perhaps beyond the latter, we shall have to fall back on some 
innate period human factor as elusive as the life principle itself.”’ 

Must, then, our analysis come to a stop? Those who say ‘‘Yes’”’ 
misunderstand, I think, the meaning of teleological categories. 
There should be no conflict between such categories and mechanical 
categories, for there is no contact between them. Teleological 
categories, properly understood, indicate the need of mechanical 
categories, and often the direction in which the latter are to be 
found (Haldane). The physiologist, therefore, is at liberty to 
push his analysis as far as he likes in the pursuit of mechanisms, 
provided, of course, that when those mechanisms are discovered 
the are not to be regarded as mere mechanisms. They are 
mechanisms that are pressed into the service of the living 
organism. They are, in short, selected mechanisms. What, then, 
is the nature of the mechanism or mechanisms that subserve the 
periodicity and characteristic development of the menstrual cycle ? 
According to Hofbauer there is one fundamental mechanism. 
Perhaps that is so. This mechanism, however, must be served 
by subsidiary mechanisms, for otherwise it would be impossible 
to account for the fact that the follicular and luteal phases not only 
differ in quality but occur at different times. Besides, it would 
be impossible to explain, on the basis of a single mechanism, the 
difference in symptomatology and pathology between metropathia 
hemorrhagica and epimenorrhcea. The nature of the mechanism 
or mechanisms responsible. for the periodicity and characteristic 
development of the menstrual cycle is the most fundamental 
problem in the physiology of menstruation. Besides, the solution 
of this problem may help us to detect the causes that disturb the 
periodicity of menstruation—the fundamental causes, in other 
words, of the type of functional uterine bleedings that we have 
been considering. Opinion is divided as to the existence of an 
cestrous cycle in the higher animals. All are agreed, however, 
as to the existence of a reproductive cycle. According to my 
interpretation and that of Zuckermann, while the short cestrous 


B 
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period or recurrent period of sexual desire is missed out in the 
sequence of events that take place in the human cycle, there is still 
left the pro-cestrual or follicular phase. We know that the luteal 
phase in all animals is ushered in by ovulation. It never takes 
place before that event in the normal animal. Now, as ovulation 
is a product of the mechanism responsible for the follicular phase, 
we may infer that the luteal phase is dependent upon, or partly 
controlled by, the mechanism responsible for the follicular phase. 
On the other hand, we know that in the absence of ovulation, and 
therefore of the luteal phase, the follicular phase may be prolonged 
indefinitely, as in the rabbit and ferret in the absence of copula- 
tion. A condition of persistent oestrus, even in animals which 
normally ovulate spontaneously, is sometimes found in conjunc- 
tion with persistent cystic follicles. 

A prolonged follicular phase is also the characteristic feature 
in the typical case of metropathia hemorrhagica in which ovulation 
is for some reason suspended. From these observations we may 
infer that the follicular phase is partly controlled by the mechanism 
responsible for the luteal phase. The mechanisms that control the 
different phases are therefore inter-dependent. In the unmated 
mouse, and in the monkey during the non-breeding season, the 
follicular phase appears to be controlled entirely by its own 
mechanism. 

Many investigators seem to take the view that the follicular 
phase, on the one hand, and the Juteal phase, on the other, are 
controlled by Prolan A and Prolan B respectively (the pituitary 
hormones). 

It is true that Prolan A is indirectly responsible for the uterine 
changes that occur during the follicular phase, and directly 
responsible for ovulation which inaugurates the luteal phase. It 
is also true that Prolan B is indirectly responsible for the uterine 
changes that occur during the luteal phase, and directly responsible 
for the development of the corpus luteum whose special hormone 
appears to inhibit the follicular phase. When these hormones, 
however, are administered simultaneously to immature mice we 
notice a simultaneous production of ripening follicles and corpora 
lutea which have been formed without the intermediate act of 
ovulation (corpora lutea atretica, as they are called). 

Therefore, although the pituitary hormones constitute an 
essential part of the mechanisms that control the periodicity of 
the menstrual flow, there must be something more fundamental, or 
perhaps more complex, to account for the orderly sequence that 
occurs in the human menstrual cycle. 

Ovulation in the normal rabbit is dependent upon copulation. 
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Since the same correlation is found with grafted ovarian tissue, 
as shown by Friedman,*”’ the stimulus, which is presumably 
nervous in nature, set up by coitus does not act directly upon the 
ovary. It has been shown that hypophysectomy of the rabbit 
within one hour after copulation inhibits the ovulation which would 
normally occur (Tee and Parkes,”! 1929). From this experiment 
it is natural to. infer that the nervous stimulus set up by coitus 
stimulates the anterior pituitary lobe which, in turn, acts upon 
the ovary to cause ovulation. Furthermore, Bellerly?? was able to 
induce ovulation in the unmated cestrous rabbit by the injection 
of extracts of anterior pituitary tissue. Friedman obtained the 
same result with extracts prepared from the urine of pregnant 
women. 

From these experiments we may infer that the pituitary 
hormone (presumably Prolan A), when it reaches the height of its 
development, causes ovulation. On this view, in animals like the 
rabbit and ferret, which ovulate only after copulation, ‘“The pitui- 
tary gland,’’ says Parkes, ‘‘only attains the higher level of activity 
required to cause ovulation after the nervous stimulus provided 
by copulation.’’ Whether a nervous mechanism is necessary to 
complete the act of ovulation in animals that ovulate spontaneously 
it is difficult to say. If so, the stimulus that sets the nervous 
mechanism going must be other than actual copulation. 

Bellerly and Friedman were able to induce ovulation in the 
unmated cestrous rabbit by means of one injection of the anterior 
pituitary hormone. Neither investigator, however, appears to 
have studied the subsequent history of the ruptured follicle without 
the preceding influence of copulation and free from the extraneous 
stimulus of further injection. ‘‘It is evident,’ says Parkes, “that 
such a study would indicate something of the factors concerned in 
initiating the stimulus (presumably hypophyseal in origin) respon- 
sible for the luteinization of the ruptured follicle.” 

Parkes,”* therefore, carried out a series of experiments upon 
rabbits in order to ascertain whether a corpus luteum develops 
automatically after ovulation—and therefore after induced ovula- 
tion—or whether some second stimulus, normally dependent upon 
copulation, is required. The results of his experiments have shown 
that the formation, development and retrogression of the corpus 
luteum after induced ovulation appear to be exactly similar to 
those found after sterile copulation in the normal rabbit. 

The fact that corpora lutea develop and function after induced 
ovulation without extraneous assistance shows fairly clearly that 
the luteinizing hormone (Prolan B) of the ruptured follicle is set 
in motion by the act of ovulation itself, and not as a delayed effect 
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of copulation. It seems obvious to me that ovulation can only 
influence the hypophysis by means of a nervous influence. It 
cannot send a chemical messenger to that organ. It would, there- 
fore, appear that in all animals, including man, a nervous im- 
pulse, set in motion by the act of ovulation, ushers in the luteal 
phase. 

What the stimulus is that activates Prolan A at the beginning 
of the follicular phase it is impossible to say. Without knowing 
the nature of the stimulus we cannot say whether it is physical, 
chemical or nervous in nature. Granting, however, the necessity 
of an appropriate stimulus to the pituitary gland at the beginning 
of both phases, how do we account, on the one hand, for the 
gradual development of the follicular phase during the first half 
of the menstrual cycle, and on the other, for the gradual develop- 
ment of the luteal phase during the second half of the cycle? 

In a recent communication Kraul** records the results of a 
series of experiments devised to determine more precisely the re- 
lation between the pituitary and ovarian hormones. We know 
that Prolan A stimulates not only the maturation of the follicles, 
but also the production of cestrin. We also know that Prolan B 
activates the special hormone of the corpus luteum. Is there any 
evidence, however, of a reciprocal relation between the pituitary 
and ovarian hormones? Kraul prepared the pituitary gland of a 
number of rabbits, guinea-pigs and mice with injections of cestrin. 
The pituitary glands were then implanted into immature mice, 
whose ovaries became quite mature after six days. The ovaries 
showed marked follicular activity, which was much greater than 
after implantation of the normal pituitary body. In another series 
of experiments Kraul implanted corpus luteum tissue into a number 
of rabbits, guinea-pigs and rats. The hypophyses of the animals 
were then implanted into immature mice. The ovaries of the latter 
showed a remarkable growth of luteal tissue. Many pseudo- 
corpora filled the ovaries. The development of follicles was 
virtually inhibited. The number of follicles undergoing luteiniza- 
tion was much greater than after implantation of the normal 
pituitary gland. From the experiments we may infer that 
there is a reciprocal relation between the ovarian and pituitary 
hormones. It would seem that the ovarian hormones which were 
produced, in the first instance, by the pituitary hormones, in turn 
react upon the pituitary so as to heighten the effects of the latter. 
If we are entitled to transfer the results of these experiments to 
human beings, then we may infer that the reciprocal relation 
between the pituitary and ovarian hormones explains, on the one 
hand, the gradual development of the follicular phase during the 
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first half of the menstrual cycle, and on the other the gradual 
development of the luteal phase during the second half of the 
cycle. Ina previous communication | stated that the degeneration 
of the corpus luteum is brought about by the withdrawal of the 
stimulating influence of Prolan B or the lutenizing hormone of 
the pituitary gland. Should the ovum become fertilized the tropho- 
blastic cells of the latter probably prevent degeneration of the 
corpus luteum by stimulating the production of a further supply 
of Prolan B; and so the pre-gravid endometrium undergoes further 
development, while the corpus luteum of menstruation develops 
into the corpus luteum of pregnancy. This view of the stimulating 
influence of the trophoblastic cells was based only upon a 
functional correlation. This assumption has since been verified 
by experiment. Kraul** implanted placental tissue into a number 
of animals. The hypophyses of the animals were then implanted 
into immature mice. The ovaries of the latter showed an abnormal 
growth of luteal tissue. The experimental result shows that the 
trophoblast stimulates the ovary through the medium of the 
pituitary gland. 

We know that the follicular phase in man and the monkey is 
kept at the same level of development during pregnancy and 
pseudo-pregnancy. If this level is exceeded during pregnancy 
there is danger of abortion. If it is exceeeded during pseudo- 
pregnancy there is danger of profuse bleeding. The presence 
in the placenta and in the urine of large amounts of cestrin and 
the cestrogenic hormone (Prolan A) strongly suggests that both 
the placenta and the kidneys absorb these hormones from the 
maternal circulation in order to prevent damage to the foetus. 
Lowe and Lange” have proved that oestrin has been found in the 
urine of non-pregnant women during the pre-menstrual phase, and 
at no other phase in the cycle. It would seem, therefore, that the 
kidneys, not the corpus luteum, are responsible for maintaining 
the follicular phase at the same level of development during the 
pre-menstrual phase. This view that the kidneys maintain the 
optimum concentration of cestrin in the blood during the pre- 
menstrual phase harmonizes with the special type of telescopic 
theory that I have advocated, and is irreconcilable with Zucker- 
mann’s theory, or, perhaps, my understanding of that theory. 

From this analysis we conclude that the complicated mechanism 
responsible for the periodicity and gradual development of the 
human menstrual cycle transcends, but does not exclude, the 
influence of the pituitary and ovarian hormones. That a nervous 
mechanism, with its centre probably situated in the hypothalamus, 
is even more fundamental than the pituitary hormones as the 
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controlling agency in human menstruation is largely based upon 
theoretical considerations, Is there any experimental or clinical 
evidence in support of our view ? 

It is well known that irritation of the cervix by a thread or a 
glass tube in animals, as well as discission in women, causes 
changes in the ovaries. This cannot be due to an irritative 
hyperemia, for a follicle will rupture in an ovary far from the 
site of the irritative lesion. Psychical influences, also, cause 
functional uterine bleedings associated with ovarian abnormality. 

In this connexion Young’s'® remarks on chronic cervicitis are 
of great interest. Young has found menstrual arrhythmia in 82 
out of a consecutive series of 124 cases of chronic cervicitis. ‘‘In 
these cases,’’ says Young, “‘there is no pelvic abnormality capable 
of accounting for the menstrual irregularity—the examination 
revealing nothing more than glandular hyperplasia, a condition 
which we have seen to accompany ovarian disorders. Moreover, 
in a large number of cases the menstrual disturbance clears 
after treatment confined to the cervix. For these reasons, I suggest 
that in’some way which is at present obscure, perhaps via the 
sympathetic supply of this region, we may conclude that the 
cervical lesions lead to involvement of the ovarian function. There 
is evidence in the lower animals of an intimate nerve relation 
between the cervix and the ovary. Thus, in the mouse, mechanical 
irritation of the cervix causes prolongation of the luteal phase 
normally accomplished by coitus, and in the rabbit coitus, whether 
fertile or infertile, produces ovulation. It is likely that these 
phenomena, while originating in sympathetic impulses, are trans- 
formed by the pituitary into hormonal influences sent to the ovary, 
and it is conceivable that pathological impulses from the cervix 
may initiate, through similar channels, an aberration of ovarian 
function.’’ This rather long quotation gives a succinct summing- 
up of the evidence, clinical and. experimental, that a nervous 
hormonal mechanism is responsible for the menstrual rhythm, 
and that the bleedings we have been considering are fundamentally 
due to disturbances of this mechanism. 

In a paper published in 1913 entitled ‘‘Uterine Hemorrhage 
of Ovarian Origin’? Young” directed attention to two cases of 
functional bleeding in which there were hzmorrhagic lesions of 
the ovary. Beckwith Whitehouse has, in a series of communica- 
tions, emphasized the same lesion. Recently, I brought before 
the Obstetrical Section of the Academy of Medicine in Ireland a 
specimen of an ovary from a case of metropathia haemorrhagica™® 
in which, besides the absence of a recent corpus luteum, there was 
a large follicular hematoma. Whitehouse*’ has noticed that these 
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follicular hazmatomata are occasionally associated with gross 
pathological conditions in which irregular menstruation is a 
common symptom ; for example, uterine fibro-myomata, backward 
displacements of the uterus, and pelvic inflammation of a chronic 
nature. He calls attention to the fact that follicular haematomata 
can be artificially produced in certain animals—for example, the 
cat—by the prevention of pregnancy through coitus with a vasecto- 
mized male. ‘“‘It seems probable,’’ says Whitehouse, ‘‘that 
anti-conceptional measures in the human species may be followed 
by a like occurrence, and that the irregular menstruation which 
sometimes accompanies the practice has its explanation in this 
manner.”’ 

According to Whitehouse, the abnormal bleeding which has 
been attributed to some hypothetical lesion, such as endometritis, 
is really due to the presence of the hemorrhagic lesion of the 
ovary, which in turn is due to the circulatory changes produced 
by uterine displacements and fibro-myomata. In a recent paper 
I referred to the debt which we owe to Whitehouse for focussing 
attention upon extra-uterine causes of pathological uterine bleed- 
ing. While I do not disagree that uterine displacements, fibroid 
growths, and unsatisfied sexual desire may be the cause of 
bleedings associated with abnormal ovulation, at the same time I 
am not so sure that the causal sequence is as Whitehouse 
describes. 

Follicular hamatomata occur without such gross pathological 
lesions as pelvic infection or uterine displacements. They are 
a characteristic feature of the ovaries of the rabbit and ferret during 
persistent oestrus. Parkes” noticed that in the oestrous rabbit, in 
which injections of anterior pituitary failed to induce ovulation, 
large blood follicles were present in the ovary. It seems to me, 
therefore, that haemorrhagic lesions, although they may be a 
criterion of the bleedings we have been considering, are the result 
rather than the cause of ovarian abnormality or defective ovulation. 

The problem of the causal relation between displacements 
of the uterus and fibro-myomata and bleedings associated with 
ovarian abnormality is not only of great theoretical but of great 
practical interest. From my reading of a vast amount of gynzco- 
logical literature on the subject, it is impossible to come to any 
definite conclusions. The problem, like all problems in clinical 
research, is very difficult. Many cases of uterine bleeding 
associated with gross anatomical lesions have been reported as 
cured by the removal of the lesion. On account, however, of the 
inaccuracy of the clinical history and the pathologist’s mistake 
of putting such fictitious labels as chronic endometritis on, perhaps, 
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genuine cases of glandular hyperplasia, it is impossible to say how 
many of these cases were directly attributable to the associated 
lesion and how many to ovarian dysfunction produced by the 
anatomical lesion. Quite recently** a number of cases which were 
obviously due to ovarian dysfunction were reported in the American 
Journal of Obstetrics and Gynecology as being associated with such 
anatomical lesions as fibro-myomata and uterine displacements. 
There was no record as to whether the bleedings were controlled 
by the removal of the associated lesion. Therefore the inference 
by the author of a causal relation is illicit. Wilfred Shaw*® 
drew attention to the fact that cases of epimenorrhagia are 
frequently associated with fibro-myomata. He noticed the associa- 
tion, but like a wise logician he drew no conclusions. In a later 
communication I intend to publish a number of cases of functional 
uterine bleedings associated with chronic cervicitis and other gross 
lesions. The number is small, but the inferences I have drawn 
are, I think, in accordance with the principles of inductive logic 
in so far as it is humanly possible to apply these principles to 
clinical phenomena. 

The majority of the functional uterine bleedings that we have 
so far been considering are, of course, unassociated with gross 
anatomical lesions. Their causality, therefore, must be sought in 
some intrinsic disturbance of the factors that regulate the periodicity 
of the follicular and luteal phases of the menstrual cycle. These 
cases, as a rule, occur around the menopause. Sometimes they 
occur in adolescence. At these periods of the reproductive life it 
would be natural to expect that a primary denciency of one or 
more hormones is the root cause of menstrual irregularities. 

There is a close parallel between the typical case of metropathia 
hemorrhagica and the persistent oestrus that occur in animals 
whose ovaries fail to ovulate. We know that in the rabbit and 
ferret the act of copulation has the effect of heightening the activity 
of Prolan A (the ovulation-producing hormone) to the point 
required to cause ovulation. It would appear, therefore, that in 
metropathia hamorrhagica there is a diminished activity of Prolan 
A. This view is borne out by the histological findings of Wilfred 
Shaw. In the typical case of metropathia hemorrhagica, instead 
of a recent corpus luteum we find a Graafian follicular cyst. 
Besides, the ripening follicles are less than normal. In spite of the 
diminished activity of Prolan A the follicle occasionally ruptures. 
In this event we find either a corpus luteum cyst or an immature 
corpus luteum. Therefore we may infer that in metropathia 
hzmorrhagica there is also diminished activity of Prolan B, or 
the luteinizing hormone. 
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The application of small doses of X-rays to the pituitary gland 
in cases of metropathia hzemorrhagica was first introduced by 
Hofbauer’® in 1922. It is now used with gratifying results in most 
of the Continental clinics. If carefully administered in inflicts no 
injury on the pituitary gland. What is the modus operandi of 
X-rays in such cases ? 

It seems to me that the X-rays heighten the activity of the 
pituitary hormones and so restore the periodicity of the follicular 
and luteal phases. A crucial test would be the implantation of the 
irradiated hypophyses into immature mice. If the follicular 
maturation and luteal change were greater than after normal 
implantation, then we might infer that small doses of X-rays had 
a stimulating rather than inhibiting effect upon the hypophysis. 
This experiment, so far as I know, has not been carried out. By 
the administration of Prolan A we should expect the Graafian 
follicle to rupture in the typical case of metropathia hemorrhagica. 
If, however, there is diminished activity of the luteinizing hormone 
as well, the follicular phase will still be prolonged indefinitely by 
the administration of Prolan A; in other words, we can only hope 
to convert a case of acyclic bleeding into one of menorrhagia. 

A suitable combination of both hormones, therefore, would 
appear to be the most rational form of organo-therapy in the typical 
case of metropathia menorrhagica. The Prolan B (the lutenizing 
hormone) or the special hormone of the corpus luteum would 
appear to be sufficient in the case in which the follicle has ruptured, 
and in which menorrhagic. rather than acyclic bleeding is the 
characteristic symptom. 

There is no branch of medical research in which one treads on 
thinner ice than in the field of endocrinology. 

The history of clinical medicine is strewn with the remains of 
organic extracts of one kind or another which once had their day, 
and now, like abandoned fashions, are almost forgotten. Even in 
the field of animal experimentation, where the factors are much 
more easily controlled than in clinical medicine, conflicting and 
unexpected results occur. 

Parkes* found that certain extracts of the pituitary gland were 
potent in causing ovulation in the anoestrous ferret. Other extracts 
failed to induce ovulation. In many instances it is doubtful whether 
the hormones have been split into the various factors claimed. 
Again, some of these hormones are extremely difficult to handle. 
Failure on the part of some investigators to inhibit cestrus by 
means of the special hormone of the corpus luteum which Parkes 
and others claim to have isolated, is probably due to the labile 
character of this hormone. These facts should be carefully con- 





768 Journal of Obstetrics and Gynecology 


sidered in assessing the value of organo-therapy in functiona) 
uterine disturbances. 

Recently, Collip*® obtained from the human placenta a fraction 
which, when injected into immature female rats, induced not only 
maturation of the follicle but also the formation of corpora-lutea. 
Collip calls this fraction the anterior pituitary-like substance of the 
placenta of Prolan B. Judging from its effect upon the ovaries of 
the immature rat it appears to have an oestrogenic as well as 
luteinizing effect. Therefore, it cannot be identified with Prolan B. 
which has an exclusively luteinizing effect. Surely it is a com- 
bination of Prolan A and Prolan B—a combination which I 
suggested as the most suitable form of therapy in the typical case 
of metropathia hemorrhagica. In this connexion it is interesting 
that Campbell and Collip®® have reported several cases of acyclic 
bleeding in which the subcutaneous injection of this substance 
gave gratifying results. 

In epimenorrhagia Prolan A appears to act more intensively, 
but for a shorter period than usual. In metropathia hemorrhagica, 
on the other hand, Prolan A appears to act less intensively, but 
for a much longer period than usual. After odphorectomy, and 
sometimes in the early menopause, it has been found that the urine 
contains large amounts of Prolan A. Fluhmann’ has found large 
amounts of this substance in the blood of women suffering from 
shortened periods, but failed to find this substance in metropathia 
hemorrhagica. I have already drawn attention to the fact that 
a succulent and hyperzemic endometrium, which resembles in many 
ways the endometrial change that takes. place in the uteri of 
spayed guinea-pigs after the injection of Prolan A, is the charac- 
teristic feature of the uterine mucosa in epimenorrhagia. All these 
facts seem to point to a primary deficiency of an ovarian hormone 
as the root cause of the hyperactivity of Prolan A. In epimenor- 
rhagia and epimenorrhecea the special hormone of the corpus luteum 
does not appear to be defective, for the latter is fully matured 
in such cases. Presumably, a primary deficiency of the cestrus- 
producing hormone is the fons et origo mali. This deficiency 
apparently calls for an intensive activity of the cestrogenic hormone 
or Prolan A. 

Failure to obtain the oestrus-producing hormone from the blood 
during the pre-menstrual phase would lend considerable support to 
this view of the ztiology of epimenorrhoea and epimenorrhagia. 
The result of Frank’s investigations into the presence or absence 
of cestrin in the blood of patients suffering from functional uterine 
bleeding were published before these bleedings were properly 
categorized. It is interesting that Goldstein and Fogelson* 
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recently reported a number of cases of severe bleeding with 
shortened intervals, in which 50 mouse units of cestrin injected 
every second day for a month or two gave very satisfactory results. 

Collip has isolated from the human placenta a substance which 
he calls emmenine, which when injected into immature rats 
produces marked development of the follicles. Corpora lutea have 
not been observed. This substance, therefore, is identified with 
Prolan A, or the ovulation-producing and cestrogenic hormone 
of the pituitary gland. By means of oral administration of this 
substance Collip and Campbell have succeeded in restoring the 
normal rhythm in eight cases of epimenorrhcea. These results are 
to be expected if my view is accepted that the premature bleeding 
which takes place in such cases is due to premature removal from 
the blood of Prolan A. In cases of epimenorrhagia, in which there 
is severe bleeding as well as shortening of the rhythm, we should 
not expect the administration of Prolan A to diminish the severity 
of the bleeding. Collip and Campbell, of course, make no such 
claim. If, however, the view is accepted that a primary deficiency 
of cestrin is-the cause of the pituitary disturbance, then we should 
expect-the administration of suitable doses of the cestrus-producing 
hormone to be effective in cases of epimenorrhagia as well as 
epimenorrheea. 

MENORRHAGIA SIMPLEX, 

There is a general tendency to agreement that sub-thyroidism 
may be the cause of menorrhagia. Clinicians are also generally 
agreed that hyperthyroidism—particularly exophthalmic goitre— 
may be the cause of amenorrhoea. There is not, however, the same 
tendency to agreement that hyperthyroidism may cause menor- 
trhagia. Blair Bell is on the side of those who say that 
hyperthyroidism in the early stage may cause increased blood loss. 
In two-cases of mine associated with blood loss there was a definite 
enlargement of the thyroid gland. There was increased basal 
metabolism, and the nervous phenomena associated with hyper- 
thyroidism were present. The administration of X-rays to the 
thyroid gland gave gratifying results in both cases. In two other 
cases, however, associated with severe bleeding, X-rays failed to 
control the bleeding although the basal metabolism was increased 
in both cases. The nervous phenomena that we associate with 
hyperthyroidism were, however, missing. These were not genuine 
cases, in my opinion, of hyperthyroidism. I have referred else- 
where to the possible explanation of the apparent contradiction 
that hyperthyroidism may at times produce menorrhagia, and at 
times amenorrhoea. — 

It would be interesting to know the effects of varying doses of 
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thyroxin upon the ovaries of such animals as the rabbit before and 
after hypophysectomy. So far as I know, experiments of this 
nature have not been carried out. The results of such experiments 
may help to ascertain what effects, if any, the thyroxin has upon 
the ovary, and whether these effects are the direct or indirect result 
of this hormone. They may also help to throw light on the anomaly 
to which I have already referred. 

Elsewhere I have drawn attention to the importance of basal 
metabolism estimation before irradiating the thyroid gland for 
severe bleeding. Such bleeding may be due to under-activity rather 
than over-activity of the thyroid gland. Therefore, should this 
organ be irradiated there is danger of myxoedema. 

Recently our attention has been drawn to severe bleedings due 
to blood conditions such as atypical purpura hzmorrhagica. 
Systematic examination of the blood in all cases of menorrhagia 
simplex may increase the number of these cases. Meigs has 
recorded gratifying results in such cases by the administration of 
X-rays to the spleen. 

In conclusion, let me say that the theory of menstruation that 
{ have propounded harmonizes not only with the workings of 
natural selection, but keeps strictly within the facts of experimental 
physiology and gynecological pathology. Zuckermann’s theory 
does not appear to have any phylogenetic significance and, 
although it keeps fairly within the facts of physiology, is not 
sufficiently broad based to support the full weight of the clinical 
facts that are so interesting to the gynecologist. 

X-ray and radium therapy is pre-eminently successful in the 
treatment of functional uterine bleedings. 

It is true that the successful results have been achieved at the 
expense, in many cases, of an artificial menopause. However, it 
will be possible in the future to treat women at any stage of the 
reproductive life by the administration of X-ray therapy to such 
incriminating organs as the pituitary, the thyroid and the spleen, 
without the danger of an artificial menopause and without any 
damage to the organs irradiated. If the claims of Campbell, Gold- 
stein and others for the therapeutic value of fractions of the pituitary 
and ovarian hormones are substantiated, X-ray and radium treat- 
ment may be superseded by organo-therapy. 

In a previous communication I referred to the practical man’s 
impatience of the slow results of scientific labour in all fields of 
medical research. The work that has been done during the last 
decade on the internal secretions of the ovary and pituitary gland 
has been stupendous. Now that the goods are about to be delivered 
I hope that the so-called practical man, in his grace before meals, 
will remember the names of those who have laboured in the field. 
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Bacteriuria in Pregnancy, Labour and the Puerperium.* 


By Giapys H. Dopps, M.D. (Edin.), D.P.H. (Edin.) 
Assistant, Obstetrical Unit, University College Hospital. 


THE present investigation was undertaken in order to determine: 
(1) The frequency of bacteriuria in an unselected group of preg- 
nant and puerperal women, and (2) The etiological significance 
and diagnostic value of bacteriuria in pregnancy and the puer- 
perium. 


THE FREQUENCY OF BACTERIURIA IN PREGNANCY, 


A considerable number of observations has been made on 
the relation of bacteriuria and pregnancy, mainly in investi- 
gations of the path of infection in pyelitis, but the findings are 
by no means uniform. Kaltenbeck,’ in 1871, described, more or 
less accurately, a relation between pregnancy and _pyelitis. 
Tarnier and Wignal,’ in 1889, demonstrated the bacillus coli in 
diverse complications of pregnancy and the puerperium. Opitz,’ 
Engelhorn,* Koch,’ Hewitt,* Zimmermann,’ Gustafsson,* Dan- 
forth,* and Jura’® examined the urine of pregnant women and 
report a high frequency of bacteriuria (50 per cent to 80 per cent), 
while Albeck,** and Kincaid’? found the frequency to be 17 per cent 
and eight per cent respectively in their series. 

In the investigations recorded above, attention is almost 
invariably drawn to the method of preparation of the vulva 
before the catheter specimen of urine is taken; in many of the 
cases attention is drawn to the precaution of discarding the first 
few cubic centimetres of urine obtained after the catheter is passed 
in order to ensure freedom from urethral contamination; in only 
one (Jura) of the investigations is attention drawn to the necessity 
of examining the urine within a definite period after the specimen 
is obtained, and in only one (Danforth) investigation is it recorded 
by whom the catheter specimens were taken. The importance of 
attention to these details can be judged from two series of investi- 
gations which I have carried out. In the first series of 300 
specimens the precautions taken were: (1) Preparation of hands 


* From the Obstetric Unit, University College Hospital, London, 
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by scrubbing with soap and water. (2) Sterilization of catheters 
by boiling, and (3) Antiseptic preparation of the vulva. The 
percentage of bacteriuria was over 70 (these are not dealt with in 
the succeeding paper as I consider the findings are misleading) ; 
while in the second series of over goo specimens, in which all details 
received attention, the percentage of bacteriuria was 13. 

Method in second series. The hands were prepared by scrubbing 
with a nail brush, using soap and running water for three minutes. 
Gloves were not worn. The vulva was cleansed with perchloride 
of mercury (1 in 1000), the labia minora were separated and the 
neighbourhood of the urethral orifice swabbed with perchloride 
of mercury. Glass catheters were used except during labour, when 
rubber catheters were used. The catheters were sterilized by 
boiling. The first urine was allowed to flow into a sterile kidney 
basin, then a specimen was collected into a sterile centrifuge tube 
for microscopic and cultural examination. Another specimen was 
tested for albumin by the sulpho-salicylic acid test. These 
examinations were made within two hours of the urine being taken. 
A drop of the uncentrifuged urine was examined microscopically 
as well as a drop of deposit of the centrifugal urine. Cultures on 
veal agar slopes were made of the uncentrifuged drop and of a 
centrifuged deposit. The advantages of solid media are that 
isolated colonies of various bacteria may be distinguished, and 
one can determine the relative number of organisms present in 
the specimen. The hemolytic properties of the organism were 
determined by their action on human blood agar plates. The 
coliform bacilli were differentiated by the action on sugars. 

I obtained the antenatal specimens from the patients attending 
the antenatal clinics; I took the puerperal specimens on the third 
or ninth day after delivery ; the specimens obtained during labour 
were taken by the Labour Ward Sister. 

Nine hundred and seventy catheter specimens of urine, from an 
unselected group of 793 antenatal, parturient and puerperal 
patients were examined. 


ORGANISMS FOUND IN THE URINE. 


1. Of 793 unselected patients in pregnancy, labour and the puer- 
perium a colon bacilluria was found on culture of either the uncentri- 
fuged or centrifuged drop of urine in 51 (6.4 per cent). They 
were :—16 b. acidi lactici, 12 of which were non-hzemolytic and 
four hemolytic; 22 b. coli communis, 17 non-hzemolytic and five 
hzmolytic; 11 b. MacConkey No. 71, four non-hzmolytic and 
seven hemolytic; one non-hemolytic b. Friedlander and one non- 
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hzmolytic b. vesiculosus: there were two late lactose fermenters 
among the 51 coli examined. 


2. Organisms other than coli were obtained on culture from the 
urine of 43 patients (4.9 per cent). They were three non-hzemolytic 
staphylococcus aureus ; two non-hzmolytic streptococci, one mixed 
growth streptococcus and staphylococcus albus ; 34 staphylococcus 
albus, six hemolytic, 17 non-hemolytic, and in eight haemolysis 
was not determined; and two diphtheroids. 

3. The urine was sterile in 699 patients (87.2 per cent). The 


distribution between pregnancy, labour and the puerperium is 
shown in Table I. 


. TABLE I. 


Showing the Distribution of Bacteriuria, in Pregnancy, Labour, 
and the Puerperium, 





Growth 
No growth. Colon bacillus. other than coli. 
Patients Patients Patients 
Period No. Per cent No. Per cent No. Fer cent 





Antenatal t 88.6 31 6 15 3.6 
Parturient 6 4-7 I 0.95 
*Puerperal : 83.02 25 y fe 32 9.4 





* These 283 routine puerperal patients include 59 patients in whom the 
puerperium was morbid. These are dealt with separately on page 784. 


THE AtTIOLOGICAL SIGNIFICANCE AND DIAGNOSTIC VALUE 
OF BACTERIURIA, 


1. In 27 patients, cells (epithelial, red-blood, or pus) were 
found on microscopic examination, but there was not any 
growth on culture of centrifuged or uncentrifuged urine. In 20 
of these 27 patients only a few pus cells were present in the centri- 
fuged deposit. In seven of the 27 patients the cells were present 
also in the uncentrifuged urine. In two of the latter, pus cells 
were present in large numbers. The puerperium in these cases 
was normal. 

From this we may conclude that the presence of a few cells, 
even in uncentrifuged urine, is of no importance provided that 
organisms are absent on culture, but I believe from experience 
of other cases, not included in this series, that when pus cells are 
present in large numbers special examination for tubercle bacillus, 
gonococcus and calculus should be made, 


¢ 
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2. In 15 out of the 43 patients in whom there was a growth of 
organisms other than coli in the uncentrifuged or centrifuged drop, 
pus cells were found on microscopic examination of the centrifuged 
deposit, and in one additional case pus cells were present in the 
uncentrifuged drop as well. Organisms were not seen on micro- 
scopic examination of the centrifuged or uncentrifuged drop in 
any of these cases. The puerperium was normal in all. In one 
further case organisms and pus cells were found on microscopic 
examination of the uncentrifuged drop. This patient on cystos- 
copic examination was found to have cystitis. 

From this we may conclude that pus cells in the uncentrifuged 
drop are of no importance, even though organisms are found on 
culture, provided the organisms are not present on microscopic 
examination of either centrifuged or uncentrifuged drop. 


3 Among the 51 cases in which the urine contained bacillus coli 
on culture, 48 had pus cells in addition to the bacilluria. In one 
of these pus cells alone were found in the centrifuged drop. In 
five cases coliform organisms and a few pus cells were present in 
the centrifuged drop and nothing abnormal in the uncentrifuged 
drop. In 11 cases organisms only were found on microscopic 
examination of the uncentrifuged drop, and organisms and 
pus cells in the centrifuged drop. Four of these 11 patients 
subsequently developed physical signs of pyelitis, in one case two 
days, in two other cases four days, and in the fourth case six 
weeks after the first specimen of urine was obtained. Not any 
of the cases of bacilluria, with the above-mentioned exceptions, 
developed physical signs of urinary tract inflammation, although 
they were under observation for periods varying from one to six 
months. 


In 15 patients pus cells and micro-organisms were found on 
microscopic examination of the uncentrifuged drop of urine. 
Eleven of these patients complained of signs of urinary tract 
inflammation, viz., frequency of micturition, and pain in the loin. 
The four patients with no clinical signs of inflammation were found 
during the routine catheterization of the puerperal patients. Two 
of these four patients had a slight rise of temperature. A third 
patient had an apparently normal puerperium, but organisms and 
pus cells were still present in the uncentrifuged drop of urine when 
she was discharged from hospital on the 12th day after delivery. 

From this we may conclude that: (a) Pus cells and organisms 
in the uncentrifuged drop of a fresh catheter specimen of urine are 
diagnostic of inflammation of the urinary tract. (b) That if 
organisms are found on microscopic examination of the uncentri- 
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fuged drop, even though pus cells are found only in the centrifuged 
drop, an inflammation of the urinary tract may ensue. 


THE DANGER OF CATHETER INFECTION. 

Two hundred and eleven cases were ‘examined repeatedly in 
order to determine : (1) The risk of catheter infection when catheter- 
ization is carefully performed, and (2) whether the bacteriuria 
found at the first catheterization was permanent, temporary, 
intermittent or due to contamination. 


The risk of catheter infection, 

Whitridge Williams’ states that no matter how carefully 
performed, catheterization carries with it a certain danger of 
cystitis. Luetscher’ considers catheterization a very serious pro- 
cedure, particularly when local conditions, such as trauma follow- 
ing labour, are present. Curtis'® says that repeated catheterization 
leads to bacteriuria and infection of the urinary tract. On the other 
hand, Day’® states that catheterization of the healthy bladder will 
cause cystitis only when there is some retention causing residual 
urine or retention with distention. He further states that the intro- 
duction of pyogenic organisms into a healthy bladder will not 
cause cystitis even with considerabie trauma, resulting from the 
passage of the catheter, provided there is no distention or residual 
urine. Kincaid,’* too, says there is relatively little danger of 
catheter cystitis when catheterization is carefully performed. 

In 165 (78.2 per cent) of the 211 patients examined repeatedly 
(two to five times) the urine at each examination was sterile. The 
period of examinations in these patients is as follows: 76 during 
pregnancy only, 14 during pregnancy and labour, 42 during 
pregnancy and the puerperium and 33 during labour and the puer- 
perium. Of the remaining 46 patients, three had a bacteriuria 
at the first examination only, 32 had a bacteriuria at each examina- 
tion, and 11 (6.6 per cent) were sterile at the first examination, but 
had a bacteriuria on a subsequent occasion. This may, or may 
not, have been due to infection introduced at the first catheteriza- 
tion. 

The danger of catheter infection when the catheterization is 
carefully performed, is, therefore, very slight. 


Is the bacteriuria permanent, temporary, intermittent, or due to 
contamination ? 


Koch* examined 79 patients in pregnancy, and on the tenth 
day of the puerperium, and found that: (1) Of 22 patients with 
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sterile urine during pregnancy, six only had sterile urine in the 
puerperium. The remaining 11 patients had either cystitis or 
bacteriuria. (2) Of 42 patients with bacteriuria during pregnancy 
13 had sterile urine during the puerperium, 16 had bacteriuria and 
13 had cystitis. (3) Of 15 cases of cystitis during pregnancy, one 
had sterile urine after delivery. Twelve had bacteriuria and three 
had cystitis. Details are not given of the organisms found, but 
from a table of results one can see that different organisms were 
obtained from the same patient in pregnancy and in the puerperium. 
Jura’® examined 108 patients during labour and the puerperium 
and found that 55 had sterile urine and that 26 had bacteriuria at 
both examinations; 10 had bacteriuria in labour but had sterile 
urine during the puerperium, and 17 patients had sterile urine 
during labour, but had bacteriuria during the puerperium. Jura 
does not state definitely whether the same organism was found 
in individual cases at each examination, but apparently in some 
cases this is so, for he says: ‘‘In six of the nine patients with 
b. coli in labour and in the puerperium the bacilli disappeared 
from the urine after the sixth day of the puerperium.” 

In this investigation 46 patients were examined repeatedly. 

1. Eighteen patients had micro-organisms and pus cells im the 
uncentrifuged drop of urine at the first examination. Eight were 
in the antenatal period, one in labour and nine in the puerperal 
period. All these patients were prescribed treatment (alkalies or 
acids by mouth). With one exception bacteriuria persisted during 
the remainder of the pregnancy and/or until discharge from 
hospital after delivery. Some of these patients have been 
followed postnatally, and the majority have bacteriuria three 
months after delivery. The organism found in each patient was 
morphologically indistinguishable from the organism found in 
that patient on previous or subsequent examination. 

From this we may conclude that when bacteriuria associated 
with pus cells and organisms in the uncentrifuged drop of urine 
occurs during pregnancy or the puerperium, the bacteriuria is not 
temporary. 

2. Fourteen patients with colon bacilluria on culture of the 
uncentrifuged or centrifuged drop, but in whom pus cells and 
organisms were not present in the uncentrifuged drop, were 
examined repeatedly. One patient had a coli bacilluria, twice 
antenatally, during labour and during the puerperium; four 
patients had coli bacilluria on more than one occasion antenatally 
and in the puerperium ; three patients had coli bacilluria in labour 
and in the puerperium, and two patients had sterile urine during 
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labour, but coli bacilluria during the puerperium. ‘Two patients 
had coli bacilluria antenatally and subsequently developed clinical 
evidence of inflammation of the urinary tract. In all these patients 
the organism found was morphologically indistinguishable from 
the organism found in each patient on a previous occasion. 

One patient had a coli bacilluria at the first examination, and 
on three subsequent occasions during pregnancy the urine was 
sterile. In this patient a poor growth (12 colonies) was obtained 
on culture of the centrifuged drop only. The growth in this case 
may have been due to contamination. The remaining patient was 
examined thrice antenatally. On the 20th June, 1930, the urine 
was sterile; on 11th September, 1930, a coli bacilluria, due to the 
b. coli communis, was found, and on the 24th September, 1930, 
a coli bacilluria, due to non-hemolytic b. lactis zrogenes, was 
found. The patient was delivered on the maternity district of 
the hospital a few days after the last specimen was obtained. The 
puerperium was uncomplicated. No further examinations were 
carried out. The coli bacilluria in this case may also have been 
due to contamination. 

From this we may conclude that repeated examination of patients 
with coli bacilluria on culture of the uncentrifuged or centri- 
fuged drop showed that the bacilluria was usually permanent. 
There was no evidence of temporary or intermittent bacilluria. In 
two cases the bacilluria appeared to be due to contamination. 

3. Fourteen patients with bacteriuria on culture of the uncentri- 
fuged and centrifuged drop due to organisms other than the colon 
bacillus were examined repeatedly. Two patients were examined 
thrice, antenatally, and in both, on only one occasion were bacteria 
present in the urine. One patient was examined thrice antenatally, 
and twice in the puerperium, and on each occasion a non-hzmolytic 
staphylococcus albus was found. Three patients had bacteriuria 
antenatally (two had profuse growths) and sterile urine in the 
puerperium. One patient had bacteriuria during labour and sterile 
urine after delivery. Seven patients had sterile urine during 
labour, and bacteriuria in the puerperium. 

In 13 out of 14 patients examined repeatedly the bacteriuria 
was found on one occasion only. We may therefore conclude that 
the bacteriuria may be either temporary or due to contamination. 
It may, however, rarely be permanent. 


‘THE RELATION OF BACTERIURIA TO THE PARITY OF THE PATIENT. 
The relation of bacteriuria to the parity of the patient is of 
interest, since the majority of authors say that inflammation of the 
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urinary tract is more common in primigravide than multiparae. 
Bacteriuria was found in 13.4 per cent of primigravide and in 
16 per cent of multiparz in this series. ‘There is, therefore, no 
evidence of the preponderance of bacteriuria in primigravide. 


THE RELATION OF BACTERIURIA TO THE PERIOD OF PREGNANCY. 

Inflammation of the urinary tract during pregnancy usually 
occurs at the sixth month; it is, therefore, of practical interest to 
find if bacteriuria is commonest at this period. 

The relation of the period of pregnancy to bacteriuria in the 
cases investigated is shown in Table II. 


TABLE II. 


Showing period of Pregnancy and Bacteriuria, 





No. of specimens Upto 13—16 17—20 21-24 25—28 29—32 33—36 37— 
with — 12 weeks weeks weeks weeks weeks weeks weeks term 





No growth 6 22 3 73 86 g2 129 
Growth 2 I 4 10 13 9 





The larger number of specimens with growths in the last-three 
months of pregnancy, is partly accounted for by the repetition of 
specimens from patients with bacteriuria which had been detected 
in the previous months of pregnancy. 

Bacteriuria, therefore, occurs with the same frequency through- 
out the whole period of pregnancy. 


THE RELATION OF SEPTIC Foct TO BACTERIURIA. 

Numerous observers have established a _ relation between 
septic foci, such as carious teeth, pyorrhoea, septic tonsils, consti- 
pation and intestinal disturbances, and bacteriuria or inflamma- 
tion of the urinary tract. This relation has been established 
by clinical, therapeutic and experimental methods. Bumpus’’ 
injected, intravenously, organisms cultured from extracted teeth 
or tonsils of patients with non-specific urinary infection, into 92 
laboratory animals; 72 of these animals developed lesions of the 
urinary tract. The organism found was always a green-producing 
streptococcus. Bumpus found that following the eradication of 
the suspected focus the urinary symptoms were often greatly 
aggravated, and during this time bacteria identical with those 
obtained from teeth or tonsils were recoverable from the urine, 
although only the colon bacillus had been found previously. 
Helmholtz,'® Picker,’® Crance,?® Foote?’ and other observers 
working along the same lines have obtained similar results. 
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De Lee” says: ‘‘Bacteriuria is found in a large percentage of 
healthy, pregnant women, probably from constipated or infected 
bowels . . . infection can reach the parts also through the blood 
from teeth and sinuses.’’ The relation between constipation 
and bacteriuria is pointed out by Kidd,”* who says: ‘‘If a person 
becomes constipated for a day or two, colon bacilli can often be 
demonstrated in the urine.’’ Dudgeon,** Williams,?? Smith,”* 
Luys,”’ Le Fur,”* Roberts,”* Kretschner,*® Trumpp,*! and Asch*? 
have also drawn attention to the clinical relation between the 
two conditions. The French school, Bar,** Cathala,** Boeda,*® 
and the German investigators Posner and Lewin,** and Zange- 
meister,” believe that the organisms, particularly the b. coli, pass 
from the intestine to the blood and hence to the kidney, and there 
cause inflammation. 

The relation between septic foci and the condition of the urine 
in this series of cases is shown in Tables III and IV. 


TABLE III. 
Showing Parity and Septic Foci in Antenatal Patients with no 
Growth on Culture of Urine. 





Number of Patients with 
No. of | Carious teeth Pyorrhea Septic tonsiis Constipation 
Para Patients No. Percent No. Percent No. Percent No. Per cent 





24.6 24.6 
27.6 15.3 
20.0 17.1 
134 20.0 
60.0 26.6 
50.0 37.5 
50.0 12.5 
28.0 21.3 


0 142 74° (§2.1 49 43-5 3 
I 65 34. 52-3 32-3 
2 35 17 48.8 5-7 
3 15 3 59.3 46.6 
4 15 ee eaea 66.6 
5 8 7 Op 75.0 
6 16 10 , 62.5 
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TABLE IV. 
Patients with Bacilluria and Septic Foci, 





Number of Patients with 
No. of Carious teeth Pyorrhea Septic tonsils Constipation 
Patients No. Percent No. Percent No. Percent No. Per cent 





Antenatal 21 ti SBA 38. 5 23.8 3 19 
Puerperal 32 1 a Fa . 4 12.5 10 35,9 





We may, therefore, conclude from the results. shown in the 
above two tables that septic foci are met with as frequently 
in patients with sterile urine as in patients with bacteriuria. 
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THE RELATION BETWEEN PREVIOUS RENAL DISEASE AND 
BACTERIURIA. 

Koll,** in a discussion on pyelitis, said: ‘‘An intelligent 
patient, who knows something of the diseases of her childhood, 
will, in go per cent of cases, tell you that she had some kidney 
trouble, probably a cysto-pyelitis, in early childhood. This means 
that all these years she has had bacteria in the urine without 
symptomatic manifestations. Possibly a microscopic examination 
of the urine would fail to show pus cells, but a bacteriological 
examination will show bacilluria.’’ Beeler and Helmholtz,*® 
however, in an investigation in girls over two years of age, found 
that the urine was almost always free from organisms, and always 
free from those belonging to the colon group. Kretschmer,*’ and 
Falls“ believe that there is probably a connexion between pyelitis 
of infancy and pyelitis of pregnancy. 

In the present series a history of previous renal disease was 
obtained from 11 patients in the ‘‘no growth”? group. In one 
patient there was a history of pyelitis in early infancy, and in two 
others of pyelitis in a previous pregnancy. Among the patients 
with bacteriuria, two had a history of previous renal disease, one 
had pyelitis following a pregnancy nine years previously, and the 
other albuminuria of pregnancy two years previously. 

There is, therefore, no evidence of relation between bacteriuria 
and previous renal diseases in this series. 


THE RELATION OF BACTERIURIA TO PREGNANCY TOXEMIA. 

The view of the bacterial origin of eclampsia was first pointed 
out by Delore and Rodet*’ in 1884. This view has passed into dis- 
repute, since there is no bacteriological or histological evidence 
to support it. 

Talbot** believes that, ‘‘the placental infarction is the result 
of hzmatogenous infection of the placental site and also that 
much of the pathology of the products of pregnancy, which is so 
frequently found in association with toxemia of pregnancy, is a 
reality dependent on this principal hematogenous infection of the 
placental site.” De Lee” says: ‘‘l have long believed that some 
of the earlier albuminurias we meet in pregnant women are due 
to urinary infection, and this may explain the septic mortality of 
operation on such patients.’’ Ivens,** in an investigation of 12 
cases of toxemia, found organisms in the urine, usually associated 
with pus and sometimes with blood, in all but one case, in which 
urine was not obtained, but in this case a growth was obtained 
from the placenta. Keller*® found bacterial growth in the urine 
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in 11 cases of eclampsia. Kahn investigated 52 cases of toxemia 
by catheterization of ureters, and found negative cultures in six 
patients only. 

As this subject is of considerable interest I have included in 
this group a number of patients with pregnancy toxzemia, who 
were admitted to the hospital as emergencies, in addition to the 
22 cases which were tound at the routine examination at the ante- 
natal clinic. Forty-seven cases of pregnancy toxemia were 
examined ; 58 specimens were obtained. There were five patients 
with eclampsia, and in one of these a coli inflammation of the 
urinary tract was found. This patient had been catheterized eight- 
hourly for several days before I obtained a specimen of urine, 
Growth was not obtained on culture from the urine of the other 
four eclamptic patients. Two patients with accidental hemorrhage 
were examined, and the urine found sterile. ‘There were three 
patients with chronic nephritis; in one there was not any growth 
on culture, in another a profuse nrixed growth of staphylococcus 
albus and streptococci, and in the third patient a profuse growth 
of staphylococcus aureus. Of 37 patients with albuminuria of 
pregnancy, 35 had sterile urine, one had coli bacilluria with 
later inflammation of the urinary tract, and in one case there was 
not any growth on culture antenatally, but the patient subsequently 
developed pyelitis in the puerperium. To sum up, the urine was 
sterile in 42 out of 45 patients with pregnancy toxaemia. 

Bacteriuria is not, therefore, more frequent in pregnancy 
toxemia than in normal pregnancy. 


BACTERIURIA IN THE PUERPERIUM. 

The investigation of bacteriuria in the puerperium is of some 
importance, since it is generally accepted that the route of puer- 
peral infection of the urinary tract is an ascending one. Also 
urinary infections during the puerperium are not an uncommon 
cause of morbidity. 

Koch® investigated 64 patients on the tenth day of the puer- 
perium and found that 19 had sterile urine, 27 had bacteriuria and 
in 18 cystitis was present. Jura’® investigated 106 puerperal 
patients; the urine was sterile in 63, and there was a bacteriuria in 
43. Kincaid’* investigated 58 puerperal women and found the 
urine sterile in 92.16 per cent. 


BACTERIURIA IN THE NORMAL PUERPERIUM. 


The urine of 285 normal puerperal women was investigated. 
The specimens were taken on the third or ninth day. The fre- 
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quency of bacteriuria is higher (16.7 per cent) in the puerperium 
than during pregnancy or labour in this series of cases; the 
comparison is shown in Table I. Of 27 patients with growth other. 
than coli in the puerperium, 14 had been examined antenatally or 
in labour and, with one exception, the urine found sterile. The 
patient with a growth antenatally and in the puerperium had a 
non-hemolytic staphylococcus albus at each examination. The 
urine was examined in 14 cases of colon bacilluria. In five of 
these cases it was examined before or during labour; in two of 
the five cases the urine was sterile, while in the other three cases 
a colon bacillus, which was morphologically indistinguishable 
from the colon bacillus found in the puerperium, was identified. 

Table V_ shows the results of an investigation into the 
possible factor which might have been thought to play a part 
in the increased bacteriuria. It will be seen that there is almost 
the same percentage of cases with septic foci in the ‘tno growth” 
as in the ‘“‘growth’’ group. The absence of connexion between 
operative deliveries, prolonged labour and perineal tears, and 
bacteriuria is of interest. 

TABLE V. 
Showing Distribution of Bacteriuria in the Normal and the Morbid 
Puerperium, and the Relation to Septic Foci, Operative Delivery, 
and Long Labour 





Duration 
No of patients with of labour. 
Carious Perineal Operative Over 
No. of patients teeth Pyorrhea Constipation tear delivery 24 heurs - 





Normal puerperium 

No growth 240 I91 5 69 
Growth 41 17 10 
Morbid puerperium 

No growth 43 12 

Growth 9 





BACTERIURIA IN THE MorBID PUERPERIUM (See Table V). 

In addition to the cases of normal puerperia investigated, the 
urine from 59 morbid puerperal patients was also examined. In 
43 of these the urine was sterile, in 11 there was a coli bacilluria 
and in five there was a bacteriuria due to organisms other than coli. 
Among the 43 patients with sterile urine there were 14 cases of 
puerperal sepsis, one case of pelvic peritonitis, two cases of white 
leg, 11 cases of breast abscess, two cases of pulmonary tubercu- 
losis, one case of acute tonsillitis, three cases of bronchitis, one 
case of influenza, and in eight cases the diagnosis was in doubt. 
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Among the 11 patients with coli bacilluria, seven had an inflain- 
mation of the urinary tract and in the four other cases there was 
a simple bacilluria. Three of the patients had mild sepsis and the 
fourth patient had a rise of temperature on the two days follow- 
ing delivery, which occurred on the same day as a pyelogram was 
done. Among the five cases with growths other than coli there 
were two cases of breast abscess, one case of white leg and two 
cases of sepsis. 

Bacteriuria is, therefore, more frequent in the puerperium than 
in pregnancy or labour. The increased frequency is not related 
to perineal tears or operative deliveries. An inflammation of the 
urinary tract was present in seven out of 59 (11.8 per cent) patients 
with morbid puerperia, and in all these the causal organism was 
the colon bacillus. 


SUMMARY AND CONCLUSIONS. 


1. 87.2 per cent of specimens of urine obtained from 793 ante- 
natal, parturient, and puerperal women were sterile ; a colon bacil- 
luria was found in 5.7 per cent, and bacteriuria due to organisms 
other than coli in 5.05 per cent. 


2. 88.6 per cent of specimens of urine obtained from 406 con- 


secutive antenatal patients were sterile; a colon bacilluria was 
found in 7.6 per cent, and bacteriuria due to organisms other than 
coli in 3.6 per cent. 

3- 94-3 per cent of specimens of urine obtained from 105 
patients in labour were sterile; a colon bacilluria was present in 
4.7 per cent, and bacteriuria due to organisms other than coli in 
0.95 per cent. 

4. 85.4 per cent of specimens of urine obtained from 281 normal 
puerperal patients were sterile ; a colon bacilluria was found in 4.9 
per cent, and bacteriuria due to organisms other than coli in 9.6 
per cent. 

5. 21 (2.64 per cent) of the 793 antenatal, in jabour, and puer- 
peral patients had inflammation of the urinary tract. Seven (11.8 
per cent) of the 59 patients with morbid puerperta had inflam- 
mation of the urinary tract. 

6. The presence of a few pus cells, even in the uncentrifuged 
urine, is of no importance provided that organisms are absent on 
culture. 


7. Pus cells in the uncentrifuged drop of urine are of no 
importance even though organisms other than coli are found on 
culture. 
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8. Pus cells and organisms on the uncentrifuged drop of a 
fresh catheter specimen of urine are diagnostic of inflammation of 
the urinary tract. 

g. If organisms are found on microscopic examination of the 
uncentrifuged drop, even though pus cells are found only in the 
centrifuged drop, an inflammation of the urinary tract may ensue. 

10. The danger of catheter infection, when the catheterization 
is carefully performed, is very slight. 

11. Repeated examinations of patients with colon bacilluria 
showed, with two exceptions which may have been due to con- 
tamination, that the bacilluria was not temporary. The bacilli 
found at the successive examinations were morphologically indis- 
tinguishable. Colon bacilli may be present in the bladder of 
pregnant women and not give rise to any clinical signs of inflam- 
mation. What happens depends on the virulence of the bacillus 
and the resistance of the patient. 

12. Repeated observations of patients with bacteriuria due to 
organisms other than coli showed, with one exception, that this 
bacteriuria was present on only one occasion. 

13. No relation was established between bacteriuria and 
parity, period of pregnancy, septic foci, toxemia, previous renal 
disease or morbid puerperium. 


REFERENCES 


— 


Kaltenbeck. Quoted by V. Cathala, Thése. de Paris, 1904-5, x|vii. 
. Tarnier and Wignal. ibid. 
. Opitz, E. Zeitschr. f. Geburtsh, u. Gynidkol., 1905, lv, 209. 
. Engelhorn. Zentralb. f. Gyndkol., 1914, Xxxviii, 1077. 
. Koch, C. Zeitschr. {. Geburtsh. u. Gyniikol., 1915-16, Ixxviii, 202. 
. Hewitt, J. Journ. Obstet. and Gynecol. Brit. Emp., 1923, Xxx, 390. 
. Zimmermann, R. Zeitschr. f. Gynakol. Urolog., 1920, v, 56. 
. Gustafsson. Monatsschr. f. Geburtsh. u. Gyndkol., 1916, xliii, 497. 
. Danforth, W. C. Surg. Gynecol. and Obstet., 1916, xxii, 723. 
. Jura, V. Arch. d. Urolog., 1929, vi, 520. 
. Albeck, V. Zeitschr. f. Geburtsh. u. Gyndkol., 1907, 1x, 466. 
12. Kineaid, H. 1... Awier. Journ. Obstet. and Gynecol., 1928, xvi, 194. 
. Williams, J. W.° Obstetrics, 1926. 
. Luetscher, J. W. Johns Hopkins Hosp, Bull., 1911, xxii, 361. 
. Curtis, A. H. Journ. Amer. Med. Assoc., 1923, Ixxx, 1126. 
. Day, R. V. Journ, Amer. Med. Assoc., 1925, IXXxv, 715. 
7. Bumpus, H. C. Med. Clinics of N. Amer., 1921, Sept., 469. 
. Helmholtz, H. F., and F. Millikin. Journ. Amer. Med. Assoc., 1923, 
Ixxxi, 1160, 
. Picker, R. Zeitschr. f. Urolog. Chir, 1922, ii, 86. 
. Crance, A. M. Med. Journ, and Rec., 1924, cxix, 308. 


nN 


Ww 


N Otn > 


oe) 





Bacteriuria in Pregnancy 


. Foote, O. C. Calif. Stat. Journ, Med., 1922, Xx, 131. 
. De Lee, J. B. ‘Principles and Practice of Obstetrics,’”’ 1928. 
. Kidd, F. ‘‘Common Infections of the Kidney,’ 1920. 
. Dudgeon, L. S. Lancet, 1908, i, 615. 
. Williams, E. M. N. Lancet, 1912, ii, 511. 
. Smith, F. M. Amer. Journ. Med. Sci., 1918, clv, 392. 
. Luys, G. Buil. et Mém. de la Soc. des Chir. de Paris, 1928, xx, 238. 
. Le Fur, R. ibid., 345. 
. Roberts, E. H. ‘Recent Work on Colporrhaphy, Rheumatism and Coli 
Racilluria, 1930. 
. Kretschner, H. L.. Surg. Gynecol. and Obstet., 1921, XXxiii, 632. 
. Truimpp, J. Jahrb. f. Kinderheilk, 1897, xliv, 268. 
s Asch. P. Zettschr: f. “Urorog.. 19rt, ‘Vv; 714. 
. Bar, I’. ‘‘Legons de Pathologie Obstétricale,’’? 1907. 
. Cathala, V. These de Paris, 1904-05, xcvii. 
. Boeda, F. L. J. These de Paris, 1919-20, cexxiv. 
. Posner, C., and A. Lewin. Berlin. Klin, Wochenschr., 1895, XXxii, 133. 
. Zangemeister. Quoted by Halban, J., and I,. Seitz. Biologie und Path. 
des Weibes, 1926-28, v, 4. 
38. Koll, I. S. Journ. Amer. Med. Assoc., 1917, Ixviii, 589. 
. Beeler, C., and H. F. Helmholtz. Amer. Journ. Dis. Child., 1916, xii, 
345- 
o. Kretschmer, H. L. Journ. Amer. Med. Assoc., 1923, 1xxxi, 1585. 
1. Falls, F. H. ibid., 1590. 
2. Delore and Rodet. Quoted by H. J. Stander. ‘‘The Toxzemias of 
Pregnancy,’ 1929. 
43. Talbot, J. E. Amer. Journ. Obstet. and Gynecol., 1923, vi, 709. 
4. Ivens, F. Journ, Obstet. and Gyn@col., 1928, xxxv, 307. 
5. Keller, F. Quoted by H. J. Stander. ‘“The Toxzemias of Pregnancy,”’ 
1929. 
». Cornell, E. L. Med. Clinics of N. Amer., 1924, viii, 693. 


(e) 


ww WwW Ww G2 Ww 
no 


WwW WwW Ww 
N ADU > w 





The Relation of the Vaginal Reaction and Flora during 
Pregnancy to the Occurrence of Puerperal Sepsis. 


By W. . Losan, M.D., (Edin.), F.R.C.P. (Edin.), 
D.P.H. (Edin.). 
Bacteriologist to the Royal Infirmary, Edinburgh. 
(From the Bacteriological Department, Royal Infirmary, Edin- 
burgh, and the Royal Maternity Hospital, Edinburgh.) 


Part I. 
EXAMINATION OF FILMS MADE FROM THE UPPER VAGINA OF CLINICALLY 
NORMAL PREGNANT WOMEN. 


THE object of this part of the investigation was (1) to determine 
what might be regarded as the normal findings in films from 
this source, and (2) to ascertain whether by such simple means it 
might be possible to judge whether any cases were more likely 
than others to become septic so that in them local measures might 
be applied, and (3) to determine the relation between the 
hydrogen-ion concentration of the vagina and its flora. 

The word ‘‘normal’’ as used in this connexion implies only 
that these pregnant women had not any yellow discharge from the 
vagina, or erosion, or other pathological condition of the vagina 
or cervix. 

Films from 463 clinically normal pregnant women were stained 
by Jensen’s modification of Gram’s method. They were taken by 
Dr. Browne’s staff from the cervix and upper vagina; swabs and 
specula were used, and great care was taken to avoid con- 
tamination from the lower vagina. The majority of the specimens 
were taken in the last two or three months of pregnancy. A 
number of the patients dealt with in this section received a prophy- 
lactic vaccine, consisting of streptococci or of streptococci and 
bacilli coli. It was found that if these were eliminated the 
results in this series were not appreciably altered, and they were 
included with the series. 

These examinations were carried out in the years 1923 and 
1924. 

1. What is to be regarded as the normal cell content and flora 
of the upper vagina in pregnant women ? 

Déderlein’s claim in his classical work published in 1892,’ that 
the vaginal secretion of pregnant women could be divided into 
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two categories, (1) normal and (2) pathological, on the grounds 
of naked-eye appearance, bacteriology and cytology, and reaction 
to litmus paper, has been challenged by many workers, from 
Bergholm,? and Stolz,* onwards. It has been shown that the 
secretion in normal women is not always strongly acid to litmus 
paper, that it may contain pus cells, and that its flora is by no 
means always restricted to Déderlein’s bacillus and yeasts. There 
is no doubt that Déderlein went a little too far, although his work 
was of the utmost value and importance, It is perhaps better if we 
regard his normal type of secretion as the ideal, rather than as 
the normal type. 

In the present investigation normal women only were dealt 
with. .Any woman with a yellow discharge was excluded, as 
these women were always given local treatment before labour. If 
Déderlein’s claims were justifiable in full, all the material dealt 
with should have contained epithelial cells but not pus cells, should 
have contained Déderlein’s bacillus almost alone or with some 
yeasts, and should have been always strongly acid. 

The results obtained were these: In the films from these 463 
clinically normal pregnant women both epithelial cells and poly- 
morphonuclear leucocytes were almost always present in the 
secretion obtained as has been described. The leucocytes, or pus 
cells, were not as a rule present in very large numbers, but their 
presence was nearly constant, and they could not be differentiated 
from the pus cells of frank pus. 

The total number of organisms was usually large. Bacilli of 
the Déderlein type were found alone in 290 of the 463 cases; 
that is, in 63 per cent. As will be shown later, in the part of this 
report dealing with the cultured cases, this does not mean that 
other organisms were entirely absent, as streptococci and 
other organisms were isolated from cases from which the direct 
films contained Déderlein’s bacilli apparently alone. But it does 
mean that Déderlein’s bacilli were enormously predominant. 

In 44 cases, or nine per cent, Déderlein’s bacilli were present, 
usually predominant, in a mixed flora. The other. organisms 
present included diphtheroids, cocci of various types, sometimes 
yeasts, and rarely coliform bacilli. The cocci were usually diplo- 
cocci, round and oval, or isolated cocci which were usually oval. 
They were mainly Gram-positive. Some of the oval cocci were 
provisionally classed as diplo-streptococci, while others apparently 
belonged to the diphtheroid group. Streptococci in chains were 
seen in one case only of the 463. Small curved fusiform bacilli 
were numerous in some cases. 

In 129 cases, or 28 per cent, bacilli of the Déderlein type were 
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not seen, their place being taken by one or more of the varieties 
just described. 

Of these 463 cases, then, 63 per cent showed what might be 
regarded as the ideal flora, Déderlein’s bacilli being enormously 
predominant, while 37 per cent showed a flora in which Déderlein’s 
bacilli were partly or entirely replaced by other bacteria. In some 
cases these replacing bacteria were such organisms as diphtheroids 
and yeasts, and were presumably harmless; in others their 
innocuousness was not so certain. Some light is thrown on.this 
question in the next section. 


2. Is it possible by such films to judge whether any case is 
more likely than others to become septic in the puerperium ? 

Or, in other words, do these observations throw any light on 
the question of whether puerperal infection may be due to 
organisms present in the apparently healthy vagina. 

Of these 463 patients there were 305 whose labours took place in 
the Maternity Hospital. Of these 305 a further 21 were eliminated. 
These were patients who, although clinically normal when the 
films were examined, developed later a vaginal discharge for which 
they received local treatment before labour. It is of interest, 
however, to note that of these 21 cases only 38.5 per cent had been 
classed as good, while 38.5 had been rated as doubtful, and 23 per 
cent as bad. The film examination did in these cases yield some 
information not obtained by clinical examination alone. 

Of the remaining 284 patients there were rated tentatively on 
the ground of these examinations as good 211, or 74 per cent; 
44 as doubtful, or 16 per cent; and 29 as bad, or to per cent. 

The following table shows the results obtained. Under the 
heading of sepsis are included many cases of very minor sepsis 





Prognosis b aicge ee ER Pet gs ao die 


| No evidence of sepsis | Evidence of sepsis 





Rated as bad | 20=69 per cent of | g=31 per cent of 
from films. 29 those rated as bad. those rated as bad. 
Rated as doubt- /34=77 per cent of | 1o=23 per cent of 
ful from films. 44| those rated as | those rated as 
| doubtful. doubtful. 

Rated as good \1165=78 per cent of | 46=22 per cent of 
from films. 211 those rated as | those rated as 

good. good. 


: : 
284 |219=77 per cent of total.| 65=23 per cent of total. 
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which would not be included under the British Medical Association 
standard. It is possibly incorrect to use the word ‘‘sepsis’’ in 
relation to such cases, but a cause for the morbidity, other than 
local sepsis, could not be found. 

There was therefore some evidence that a vaginal flora 
deviating from what had been regarded as the ideal did seem 
to predispose to some extent to puerperal sepsis. But there had 
been included as septic many cases in which the morbidity was 
trivial—not attaining the British Medical Association standard. 
The cases were next, therefore, divided into four categories: 
(a) those in which the puerperium was normal; (b) those in which 
there was very mild morbidity, such as was shown by slight rises 
of temperature, but not attaining to the British Medical Association 
standard; (c) mild cases of the British Medical Association 
standard with evidence of sepsis; and (d) severe cases of sepsis or 
septicemia. 

Of the normal (a) group, 165 cases, or 75 per cent, had 
the ideal flora. Of the trivially morbid cases (b) 24, or 67 per cent, 
had the ideal flora, and the respective figures in the mild and 
moderate (c) group, and the severe (d) group were 18, or 75 per 
cent, and four, or 80 per cent. 

The results show that in pregnant women in whom a vaginal 
discharge is absent, that is, who have a white secretion only, it 
does not appear to be of importance whether the flora conforms 
to the so-called ideal type, with Déderlein’s bacilli almost alone, 
or not. 

There is, however, some evidence, as shown by. the figures of 
group (b), that a departure from the ideal flora may predispose to 
a very mild type of morbidity, the cause of which is probably in 
most cases mild sepsis. But it is not evident whether this pre- 
disposition is the result of the altered flora, or whether both the 
predisposition and the altered flora are the results of other factors. 

It is enough for the present to suggest that the organisms which, 
in these normal pregnant women, sometimes replace Déderlein’s 
bacilli, are usually non-pathogenic but may, perhaps, in some 
cases have a low degree of pathogenicity. 

The cases were next analysed from the point of view of the 
flora, and the nature of the labour as to spontaneity, or inter- 
ference with instruments or manually in the course of labour. The 
rather surprising result was obtained that, taking the group of cases 
in which the flora gave an unfavourable prognosis, there was a 
smaller percentage of sepsis in those patients in whom there was 
instrumental interference than in those in whom labour was spon- 
taneous. In the larger group, on the other hand, in which the flora 
was ideal, there was a considerably higher incidence of sepsis 


D 
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after instrumental interference than after spontaneous labour. 
There are too many unknown factors to make it profitable to 
examine minutely this series of cases from this point of view. 


3. Relation of the reaction of the upper vagina to the flora. 

The reaction of the upper vagina was roughly tested in 476 cases 
by Dr. Browne’s staff. This was effected by the use of absorbent 
paper impregnated with a mixture of indicators covering a suitable 
range of pH. 

The following table shows the average pH obtained in the 
different classes of flora. 





Flora Average Number of 


pH cases 
Déderlein’s bacilli apparently alone 3.9 278 
Déderlein’s bacilli with other organisms, usually 
cocci 





3-7 33 
Déderlein’s bacilli with diphtheroids only 329 18 


Déderlein’s bacilli with yeasts only 3.8 9 
No Déderlein’s bacilli. Replaced by diphtheroids 4.4 48 
No Déderlein’s bacilli. Replaced by organisms 

other than diphtheroids 4.0 go 


4.0 476 





All cases 





The presence of Déderlein’s bacilli was thus, as is generally 
believed, associated with greater acidity of the vagina. But the 
reaction of the vagina in the absence of Déderlein’s bacilli, was, 
in these clinically normal women, still strongly acid in the great 
majority of cases. 


4. Relation of reaction of the upper vagina to the presence of 
streptococci. 

It is convenient to consider here the relation of the pH to the 
presence of streptococci as proved by isolation in the cultured cases. 
The pH was ascertained in 124 of the cases culturally examined, 
as described in the following section; these, as in the first series, 
were clinically normal pregnant women. 

In 41 cases from which streptococci were isolated the average 
pH was 3.9. 

The acidity of the vagina had therefore little or no effect in 
inhibiting the growth of these streptococci. It must be borne in 
mind that, as will be shown later, these organisms were of low 
pathogenicity or non-pathogenic, and their capacity to exist in 
these circumstances does not imply that pathogenic streptococci 
would be able to live under similar conditions, 
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5. Relation of the reaction of the upper vagina in pregnancy to 
puerperal sepsis. 

There were 164 patients with a normal puerperium, concerning 
whom full details as to labour and puerperium were available. 
Their average pH during pregnancy was 4.1. Of these, 97 had 
spontaneous labour without complications; their average pH 
during pregnancy was 4.1. 

There were 45 patients with a morbid puerperium, including 
some yery mild cases, in whom full details were available. The 
average pH during pregnancy was 4.2. Of these, 24 had spon- 
taneous labour without complications, and their average pH was 
again 4.2. 

There were 16 patients with pH 6 or more alkaline. Of these, 
13 (81 per cent) had a normal puerperium, while three (19 per cent) 
had a morbid puerperium, which approximates closely to the 
average morbidity in all cases. That is, even those patients in 
this series in whom the vaginal secretions were least acid or most 
alkaline (up to pH8) during pregnancy did not have a greater 
incidence of puerperal sepsis than the average. 

No relation, therefore, between the reaction of the upper vagina 
in pregnancy in these clinically normal women, and the incidence 
of puerperal sepsis was observed. 


Part II. 


BACTERIOLOGICAL EXAMINATION OF THE UPPER VAGINA AND CERVIX 
IN CLINICALLY NORMAL PREGNANT WOMEN, WITH PARTICULAR 
REFERENCE TO STREPTOCOCCI AND B. COLI. 


A series of 200 women was next examined bacteriologically. 
Aerobic methods were used, and the aim was to isolate and study 
particularly the streptococci and organisms of the coli group, 
though other organisms were of necessity isolated during the 
investigation. These observations were made in the last two 
months of 1924, in 1925, and in 1926. 

The specimens were obtained with the same care as had been 
used in the first series. Films were made, and in addition swabs 
were taken and sent to the laboratory with the least possible delay. 
Fluid media were always inoculated in the first place, and, after 
incubation over-night, plates—agar, blood-smeared agar, and 
MacConkey’s medium—were spread from the broth cultures. 
Single colonies were then subcultured on to agar or blood-smeared 
agar and the organisms put through the further tests. 

In the first 142 cases examined the primary fluid medium used 
was broth or glucose broth, while in the last 58 cases of the series 
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three swabs were obtained from each case, and the primary media 
used were T-broth, serum or hydrocoele broth, and ordinary broth, 
all three being employed in each case. T-broth is a medium 
advocated by French workers,* in which Chapoteaut’s peptone 
(albumoses + peptone) is used and 0.2 per cent of glucose added. 


Large numbers of diphtheroids were isolated during the course 
of the investigation, as not infrequently half a dozen colonies, all 
of types resembling those of streptococci, proved on culture to be 
diphtheroids. With increased experience in these colonies it 
became possible to foretell with fair accuracy which were going to 
prove to be diphtheroids and which streptococci. With a few 
strains, however, it was almost impossible to decide, even after 
isolation and study, whether the organism was-a coccus tending to 
be a bacillus or a bacillus tending to be a coccus. Many were pleo- 
morphic. These doubtful strains were classed always as diph- 
theroids. Staphylococcus albus was obtained in the great majority 
of cases, and not further studied. 


The results obtained. 


Streptococci were isolated from 70 of the 200 cases; that is 
from 35 per cent of the cases. 


Bacilli coli were isolated from 10 of the 200 cases; that is from 
five per cent of the cases. 


All the streptococci isolated and studied were non-hzmolytic, 
including in this category all strains which on sheep’s-blood agar 
produced colourless colonies, green colonies, and colonies with 
only a narrow, or doubtful, zone of clearing. 


There has been great variation in the results of workers as to 
the isolation of streptococci from the upper vagina and cervix of 
pregnant women. These variations are due to different causes, 
the figures of different workers not being strictly comparable in 
many cases. Great care in avoiding contamination from the 
external surface and the lower vagina tends to reduce the number 
of streptococci ‘obtained, while, on the other hand, a very careful 
bacteriological technique tends to increase it.. In the present 
investigation, for example, in the first 142 cases a single swab and 
single primary fluid medium were used, and the percentage from 
which streptococci were isolated was thirty-three. In the last 58 
cases three swabs and three different primary fluid media were 
used, and the positive percentage was increased to forty. One 
could not help feeling that with a still more extended technique, 
and with repeated examinations in the same cases, the percentage 
of women harbouring streptococci at one time or another during 
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pregnancy would be found to approach one hundred. Déderlein 
in 1892* obtained streptococci from only 4.1 per cent of pregnant 
women, a total of 195 being examined (108 with normal, 87 with 
pathological secretion), but there have Been many years of advance 
in bacteriological technique since then. Bigger and Fitzgibbon® 
obtained streptococci from 55 per cent of 58 vaginal swabs taken 
from unselected cases before delivery. Lockhart® isolated strepto- 
cocci from 48 per cent of 100 cases examined on arrival in the 
receiving room, again apparently unselected. Jessie Eeles’ 
obtained them from 16 per cent of 70 normal pregnant women, that 
is from women without pathological discharge; and Lucy Bryce*® 
from 23 per cent of 119 pregnant (unselected ?) women from whom 
cervical cultures were taken. On the other hand, Charlotte 
Houlton’® isolated streptococci from only one of 98 pregnant women, 
including 31 with a pathological vaginal secretion. One is 
forced to conclude that Miss Houlton’s technique differed in some 
material way from that of other recent workers. 


Incidence of hemolytic streptocooci. 

No frankly hzmolytic streptococcus was obtained from the 
upper vagina or cervix of these 200 normal pregnant women. 
Kanter and Pilot’® obtained haemolytic streptococci from three per 
cent of 96 unselected cases; Lockhart® from one per cent of 100 
unselected cases; Bigger and Fitzgibbon from none of 58 vaginal 
swabs from 50 unselected women examined before delivery ; Eeles’ 
from one of 70 normal women examined during pregnancy 
(not streptococcus pyogenes). Medalia and Walton” obtained 
hemolytic streptococci from one of 103 pregnant women. Burt- 
White and Armstrong,” using anaerobic as well as aerobic methods, 
isolated hemolytic streptococci from 22 (14 per cent) of 153 cases 
examined at various periods during gestation. This is a very much 
higher percentage than has been obtained by other workers, and 
it seems likely that strains accepted by them as hemolytic are such 
as have been classified by other workers in the non-hzmolytic 
group. Apparently, though this is not quite clear from the paper, 
some strains were hemolytic when the test was carried out under 
anaerobic conditions and non-hzemolytic when tested aerobically. 
Burt-White and Armstrong state, however, that these hemolytic 
strains differed in all save one instance from streptococcus pyo- 
genes, so that in only one of 153 cases was streptococcus (hemoly- 
ticus) pyogenes obtained. All workers are agreed that streptococcus 
(hzmolyticus) pyogenes is a very rare inhabitant of the cervix 
or upper vagina in normal pregnant women. 
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Types of non-hemolytic streptococci obtained. 

One hundred and fifty-five strains of streptococci were further 
studied, Holman’s classification being used. A reference has been 
made in a previous paper on a different subject to the fallacy of 
supposing that streptococci which, in Holman’s scheme, bear the 
same name are identical. It is, however, possible to make better 
use of figures based on such schemes of classification as Holman’s, 
and the results are accordingly given. They resemble in material 
respects, as regards this classification, those obtained with smaller 
numbers of strains by Bigger and Fitzgibbon, Eeles, and Bryce. 

Analysing the figures from the point of view of case percent- 
ages it was found that 10 per cent of all cases yielded streptococcus 
feecalis, and 0.5 per cent in addition yielded the insulin-fermenting 
type of streptococcus fzcalis; 11 per cent of cases yielded strepto- 
coccus mitis, and in addition three per cent yielded the insulin- 
fermenting type of mitis ; 6.5 per cent of cases yielded streptococcus 
salivarius; 1.5 per cent yielded streptococcus ignavus, 0.5 per cent 
streptococcus equinus, while eight per cent yielded streptococci 
which for various reasons could not be typed. In most cases 
several strains tested were found to be of the same type, but 
sometimes two or more different types were found in the same 
case. These organisms habitually grew in pairs rather than in 
chains. 

The pathogenicity of 23 strains was tested on mice, 0.3 c.c. of a 
saline emulsion of an agar slope culture being inoculated sub- 
cutaneously. Ten strains of streptococcus fzcalis, nine of strepto- 
coccus mitis, three of streptococcus salivarius, and one of strepto- 
coccus equinus were tested in this way. All were apparently 
non-pathogenic, or of low pathogenicity. Five of the mice died 
a fortnight or more after inoculation, but in no case was the injected 
organism recovered post mortem, and it is probable that their 
deaths were not the result of the injections. 

Thirty strains were tested as to their resistance to bile and 
to heat. All. 30 were strongly bile resistant, increasing in 
number when incubated in a 10 per cent solution of sodium tauro- 
cholate in tap water, and growing well on MacConkey’s medium 
which contains 0.5 per cent of sodium taurocholate. Fifteen of 
the 30 resisted heating at 60°C. for one hour, while the remainder, 
with one exception, resisted heating at 60°C. for 15 minutes. 

It might appear that the majority of the streptococci isolated 
were enterococci. The fact is, however, that the 30 strains 
tested for resistance to bile and to heat were, without intention, 
selected. These two tests were applied to strains which had been 
kept alive in the laboratory for two or more years, and they were 
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organisms which had, by their powers of resistance, survived when 
more delicate strains had died. Further, while most of these 
strains had always given the sugar reactions of streptococcus 
feecalis, three, a non-hzmolyticus I, a mitis, and a salivarius, had 
all gained sugar-fermenting power after repeated subculture, so 
that at the time of testing with heat and bile they gave the reactions 
of streptococcus fzecalis. It is not possible now to go further into 
this question of change of so-called type. The point is that some 
of the strains studied were found to be the resistant variety known 
as the enterococcus, but it is not possible to say what percentage 
of the whole the enterococcus constituted. It is evident, however, 
that 20 per cent is the extreme minimum, and that the correct 
figure may be much larger. 


Incidence of puerperal sepsis in the series. 

There were 134 cases in which full details of labour and 
puerperium were available. Of these, 122 (g1 per cent) had a 
normal puerperium, while 12 (nine per cent) had a morbid puer- 
perium. In two of these 12 the cause of morbidity was not 
sepsis, so that 10 (seven per cent) had a septic puerperium. Of 
these, three (two per cent of the total) had minor sepsis; that is, 
although there was definite evidence of sepsis, with offensive lochia 
and slightly raised temperature during the puerperium, the British 
Medical Association standard of morbidity was not reached. Seven 
(five per cent) had morbidity of the British Medical Association 
standard, and in them definite evidence of sepsis was obtained. 


Relation of operative interference and complications to puerperal 
sepsis. 

There were 97 patients in whom labour was spontaneous, with 
no operative interference of any kind, and no complications. 


Ninety had anormal puerperium - - - - =93 per cent 

Three had miner sepsis- - - - - - = 3 

Four had sepsis of the British Medical 
Association standard ow a a el ag 


”’ 


) 


Of the 37 patients in whom there was instrumental interference, 
cervical tear, prolonged labour, or other complications : 


Thirty-two had a normal puerperium - - =86 per cent 
None had minor sepsis - = = «= = =0 
None had sepsis of the British Medical 

Association standard - - - - - = 8 
Two had morbid puerperia without evidence of sepsis. 


” 


” 
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In these two cases which have been excluded from the category 
of septic cases, although in both the puerperium was morbid and 
the issue fatal, Caesarean section was carried out. One died from 
broncho-pneumonia and the other from cardiac failure. In neither 
was there any evidence of uterine sepsis, while in one definite 
evidence of its absence was obtained at autopsy. 

We have, then, four per cent of sepsis of the British Medical 
Association standard in the untouched cases, and eight per cent of 
sepsis of that standard in the cases in which there was operative 
interference, tears, prolonged labour, or other complications. On 
the other hand, the three cases of minor sepsis occurred in the 
untouched group. 


Relation of presence of streptococci in pregnancy to puerperal 

sepsis. 

Of 47 women who yielded streptococci during pregnancy : 
Forty-two had a normal puerperium - - - =8g9 per cent 
Three had minor sepsis - - - - - - = 63 
One had sepsis of the British Medical 

Association standard - - - - = =2.1 ,, 
One had a morbid puerperium due to causes other than sepsis. 


” 


Of 87 women who did not yield streptococci during pregnancy : 


Eighty-one had a normal gece ntonr - = =93 per cent 
None had minor sepsis - - - eae O 
Six had sepsis of the British Medical 


Association standard oes a a oe ae ‘ 


If we eliminate from the category of septic cases those of minor 
degree, we find that the presence of non-hzmolytic streptococci in 
the vagina during pregnancy has no apparent bearing on the 
production of puerperal sepsis. There is some evidence in this 
series of cases, however, of an association between the presence of 
these organisms during pregnancy and the production of very mild 
puerperal sepsis. But the figures are too small to permit one to 
lay much stress on this point. 

These results are similar to those obtained by Lucy Bryce,* but 
differ from those of Lockhart. Bryce made cervical cultures from 
119 patients during pregnancy, and the subsequent history was 
available in 103 of these. She found that, including slightly 
febrile cases, of 24 patients in whom non-hemolytic strepto- 
cocci were present ante-partum there was a febrile puerperium in 
two (8.3 per cent), while in 79 patients in whom streptococci were 
not present antepartum there was a febrile puerperium in six 
(7.6 per cent). She concluded that ‘‘these figures are too small to 


be 
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be of much statistical value, but they indicate that, in this series, 
at any rate, the presence of streptococci during pregnancy has not 
materially influenced the morbidity rate.’’ Lockhart came to a 
different conclusion. In his series of 100 cases he found that of 48 
women harbouring streptococci on admission to the receiving 
room, nine (18.7 per cent) developed puerperal pyrexia; while of 
52 women not harbouring streptococci on admission only one (1.9 
per cent) developed puerperal fever. He concluded that these facts 
suggested intrinsic rather than extrinsic infection. 

Perhaps these results do little more than demonstrate the fallacy 
of drawing conclusions from too small a series of figures. But if 
Lockhart’s too cases, Bryce’s 103, and my own 134 are taken 
together, the combined results do not give any support to the view 
that the presence of non-hzmolytic streptococci in the upper vagina 
and cervix during pregnancy is a factor of any importance in the 
production of puerperal sepsis. 


Incidence of bacillus coli in the upper vagina during pregnancy. 

In this series b. coli were isolated from 10 of 200 pregnant women 
who were normal as regards vaginal discharge—that is, from five 
per cent of the cases. Eeles’ obtained nearly the same percent- 
age from 70 pregnant women, none of whom had a discharge; she 
noted that all the four positive cases were multiparze, and made the 
further interesting observation that two of the four had marked 
deficiency of the perineum. Bryce* isolated b. coli from two of 119 
pregnant women, that is from 1.7 per cent. 


Relation of presence of bacillus coli during pregnancy to 
puerperal sepsis. 

Of eight patients yielding b. coli during pregnancy of whom 
further history was available, all had a normal puerperium. The 
presence of b. coli in the upper vagina during pregnancy had 
therefore no bearing on the production of puerperal sepsis in 
this series of cases. 


Part III. 


BACTERIOLOGICAL EXAMINATION OF THE CERVIX AT THE BEGINNING 
OF LABOUR AND DURING THE PUERPERIUM. 


In this series the first specimens were taken just before, or 
during, the early stages of labour, and a later examination was 
made, as a rule, during the puerperium. The methods used were 
similar to those employed in the study of the last 58 of the second 
series of normal pregnant women. 
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The number of patients in this series was 26. Of these, 
20 had normal puerperia, two had a single rise in tempera- 
ture without evidence of sepsis, while four had morbid puerperia 
by the British Medical Association standard, with evidence of 
sepsis. The clinical details of all these cases have been studied 
with care. The two with a single rise of temperature have been 
included among the normal cases. Such organisms as diphtheroids, 
Déderlein’s bacilli and staphylococcus albus are omitted from the 
present discussion although obtained in the majority of these 
examinations. 


Incidence of streptococci and b. coli in the cervix in the first 
stage of labour. 

Of 26 cases examined, five (19 per cent) yielded b. coli, and nine 
(35 per cent) yielded streptococci (non-hzmolytic or viridans). It 
will be remembered that in Series 2, streptococci were obtained 
from 35 per cent of normal pregnant women, and b. coli from 
five per cent. 


Incidence of streptococci and b. coli in the cervix between the 
sixth and fifteenth days of the puerperium. 

Eighteen of the same cases were examined in this way; b. coli 
were obtained from 11 (61 per cent), and streptococci (non- 
hemolytic or viridans) from nine (50 per cent) 

In this series, therefore, there was a marked increase in the 
incidence of b. coli in the first stage of labour compared with 
pregnancy, and a still more marked increase in the puerperium. 
There was a similar but less marked increase in non-hzmolytic 
streptococci in the puerperium, but the figures for pregnancy and 
for the first stage of labour were equal. 


Relation of the presence of streptococci and b. coli in the first 
stage of labour, and in the puerperium, to puerperal sepsis. 

Of 26 patients 22 had a normal puerperium =85 per cent 

faa = a 4 had a septic puerperium =15 “ 

Six patients yielded streptococci at labour, without b. coli. Of 
these, five had normal puerperia, and one had a septic puerperium. 

Two yielded b. coli at labour, without streptococci. Of these, 
one had a normal, and the other a septic puerperium. 

Three yielded both streptococci and b. coli at labour. Of these, 
two had normal puerperia, and one a septic puerperium. 

Fifteen yielded neither streptococci nor b. coli at labour. 

Of these, 14 hada normal puerperium =93 per cent 


1 had a septic puerperium = 7 és 
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It will be seen that the presence of streptococci (non-hzemolytic 
or viridans) in the first stage of labour seems to have little bearing 
on the production of puerperal sepsis, but the figures in this small 
series suggest that the presence of b. coli may have a little more 
significance. Their presence does not necessarily entail puerperal 
sepsis, but it is probably correct to say that the prognosis is better 
when they are absent from the cervix at this stage. A further 
reference will be made to this point in a subsequent section. 

Examining next the relation of the presence of these organisms 
during the puerperium to puerperal sepsis: 

Of 22 patients with a normal puerperium, six were not exam- 
ined after labour. Of the other 16, omitting, as before, such 
organisms as diphtheroids, staphylococcus albus and yeasts, one 
yielded b. proteus, three streptococci (non-hamolytic and viridans) 
without b. coli, four b. coli without streptococci, five b. coli and 
streptococci, and three neither b. coli nor streptococci. 

Of the four septic cases, one yielded b. coli from the uterus and 
non-hzmolytic streptococci in blood culture; another yielded both 
_ streptococci and b. coli from the uterus. The other two cases were 
not examined. 

The presence of these organisms in the uterus during the puer- 
perium is to be regarded then as of almost normal occurrence, 
and does not necessarily entail puerperal sepsis as the term is at 
present used. But I believe it would be more correct to say that in 
the majority of women uterine sepsis occurs during the puer- 
perium, and that so long as it remains local and of minor degree it 
is to be regarded as normal. 


Relation of operative interference and complications to puerperal 
sepsis. 

Of the 26 patients in this series there were 10 in whom delivery 
was spontaneous, without complications. There was no evidence 
of sepsis in any of these patients. Six other patients had spon- 
taneous labour, but with complications. In four of these a 
perineal tear was sutured with catgut; in one there was accidental 
haemorrhage, revealed and concealed ; while the sixth was included 
in this group because the child was very cyanotic when born, and 
died 12 days after birth. Of the six patients four had normal 
puerperia, while one of the patients with perineal repair, and the 
patient with accidental hemorrhage, had mildly morbid puerperia 
with evidence of a low or moderate grade of sepsis. 

In the remaining 10 patients of the group instrumental inter- 
ference was necessary for various reasons such as impacted breech 
presentation, prolonged second stage, contracted outlet, and failure 
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of the foetal heart; while in one Czsarean section was carried out. 
Eight patients had normal puerperia, while two had morbid puer- 
peria with local sepsis and, in one of them, septicemia. One of 
the morbid cases was that of a patient with an impacted breech 
presentation, which was delivered by a blunt hook. There was a 
severe perineal tear, which was stitched, and a subsequent ano- 
vaginal tear and pyelitis. B. coli were obtained from the cervix 
on the day of labour. In the other morbid case the patient was 
delivered by Czesarean section, having been admitted with an os 
which would admit three fingers, the child being dead. This 
patient developed septicemia; non-hzmolytic streptococci were 
obtained by blood culture in the puerperium. Shortly after 
admission b. coli and streptococci, types viridans mitis and 
viridans fzecalis, were obtained from the cervix; while on the 
fifteenth day of the puerperium b. coli were obtained from the 
same source in pure and profuse culture. 

In passing it may be mentioned that the streptococcus obtained 
from the blood was non-hzemolytic and non-viridans, while all the 
streptococci obtained from her cervix on the day of labour were of 
the viridans type. In my experience it is not uncommon to find 
an apparent loss or gain of this property when repeated cultures 
are made from the same case of streptococcal infection. 

The two points of importance in connexion with this case are 
(1) that it seems very likely that the profuseness of the growth 
of the b. coli and streptococci from the cervix in the first stage of 
labour was the result of the necessary handling which this patient 
had undergone outside the hospital ; and (2) that this is an interest- 
ing example of a case in which a local condition is kept up by 
one organism, the bacillus coli, while the invasion of the blood- 
stream has been made by another, the streptococcus. 

It is when attempting to analyse cases such as these, in which 
reasonably complete bacteriological and clinical records are avail- 
able, that one realizes to the full the complexity of the problem. 

The more complete are the details the more one feels the 
impossibility of assessing exactly the importance of each of the 
innumerable factors which all play a part in the production of 
puerperal sepsis. 

In concluding this section it may be said that, as already 
detailed, there was an increase in the incidence of b. coli rather 
than of streptococci in the first stage of labour as compared with 
the figures obtained in pregnancy, and a still further increase of 
these organisms during the puerperium both when sepsis was 
clinically present and when it was clinically absent. Although 
non-hzmolytic streptococci and b. coli undoubtedly played a part 
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in the production of clinical sepsis, it was evident that both could 
be present in considerable numbers in the cervix uteri between the 
sixth and sixteenth days of the puerperium in cases clinically 
normal, 

There was evidence, however, that as a result of, for example, 
much manipulation and other factors in difficult labour there might 
be a massive introduction of these organisms into the uterus during 
labour followed by puerperal sepsis. Further, so far is puerperal 
sepsis from being a condition due to a specific organism that it is 
possible to have the uterine sepsis maintained completely by one 
organism, while the invasion of the blood stream in the same case 
is effected by another. 


Part IV. 


The literature on the subject of puerperal sepsis is so enormous 
that a discussion of it cannot be attempted here. It is only necessary 
to re-state that which has to be said again and again if any clear 
understanding of the problem is to be attained: infection in puer- 
peral sepsis is infinitely complex; it involves a multiplicity of 
factors, regarding some of which we know something while of 
others we know little or nothing. All infections are, of course, 
complex.. But there are more factors to be taken into account in 
puerperal sepsis than in most infections, and in a very large number 
of cases it is at the present time impossible to determine with any 
certainty why one woman has developed puerperal sepsis while 
another has not. 

Let us take, on the one hand, the resistance of the patient to 
infecting organisms : we have to consider local conditions, the effect 
of instrumental interference or other handling, bruising, tearing, 
the presence of clot, the position of the patient affecting drainage, 
the reaction of fluids and so on; general conditions, the effects of 
exhaustion from prolonged labour, different grades of immunity 
to organisms in general and to particular organisms, as regards 
resisting invasion by them, as regards neutralizing their toxins, as 
regards phagocytosis, and as regards invasion of the blood-stream 
from such other sources as the throat and teeth. We are only 
on the fringe of knowledge with regard to many of these things. 
On the other hand we have the bacteria concerned, with all their 
varying degrees of pathogenicity and toxicity, the time and site 
of their introduction, their number, their combination, and many 
other things of which, when we come to discuss individual patients, 
we find we have little exact knowledge. 

The problem is simple only when one factor is so greatly 
predominant that al] other factors are of relative unimportance. 
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Two instances may be mentioned. In some German cities where 
criminal abortion is very common, puerperal sepsis is rife, and 
the organisms found are those which would be expected from the 
use of badly sterilized instruments by unskilled midwives.’ This 
factor is then sufficiently predominating to overshadow all others. 
The other instance is in hospital epidemics when, in spite of the 
most careful and skilled technique, as in the outbreak in the Sloane 
Hospital, New York,'* patients become infected. Usually a hamo- 
lytic streptococcus, the organism has become of such virulence and 
of such selectivity as to be able to dominate all other factors in these 
epidemics. It is in this latter form that the problem of puerperal 
sepsis usually presents itself to Public Health Authorities, and 
viewed thus it is a comparatively simple one, though even in this 
simple form prevention is admittedly difficult. 

But puerperal sepsis frequently presents itself in forms which 
are not so simple and, if not usually so severe, yet productive of 
ill health. 

Limiting oneself to that aspect of the problem which is the 
subject of the present inquiry, mention may be made of one paper 
which has appeared since the foregoing portions were completed. 
In the very thorough piece of work carried out by Joan Taylor and 
H. D. Wright’? on cases in Professor Browne’s clinic at the 
University College Hospital, 1,100 women were examined immedi- 
ately prior to delivery, and 250 of these were again examined on 
the third day after delivery. Of 125 febrile cases 77 were eliminated 
as probably not true cases of puerperal sepsis. Of the 48 cases of 
puerperal sepsis 14 were attributed to hemolytic streptococci, 14 to 
anaerobic cocci, and eight to b. coli. True hzmolytic streptococci 
were isolated from the vaginz of 2.7 per cent of the women 
examined before labour, but there was no evidence that these 
organisms gave rise to infection in the puerperium. The authors 
concluded from their observations that the bacteria present in the 
vagina before delivery are apparently a less serious danger than 
those which enter during or after labour. So far as the observations 
are parallel, the results therefore are in conformity with those 
obtained in the present investigation. Joan Taylor and Wright 
lay emphasis, with good reason, on the inadequacy of the British 
Medical Association standard of morbidity as a criterion of puer- 
peral sepsis, and suggest that the diagnosis must always be made 
on clinical grounds, Undoubtedly, confusion has often been added 
to an already confused subject by the inclusion as puerperal sepsis 
of many cases in which there was no proof that the rise of tempera- 
ture was due to sepsis of the genital tract. But it is extremely 
difficult to find a standard which is universally applicable, 
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Some writers have suggested that a bacteriological examination 
should be made, to ascertain whether sepsis is present or not. As 
already pointed out in a previous section, the same organisms may 
be found in the uterus of a woman who is perfectly normal as in 
that of one who is clinically a case of puerperal sepsis. 


SUMMARY AND CONCLUSIONS. 


This investigation was begun at the instigation of Professor 
F, J. Browne, at that time in charge of the Antenatal Department 
of the Royal Maternity Hospital, Edinburgh. 

Dr. Browne took a deep personal interest in the work, and to 
him and his staff I am indebted for all the material which was the 
subject of the inquiry, and for many of the clinical records. 

The object of the inquiry was to ascertain the part played in 
the production of puerperal sepsis by organisms present in the 
apparently healthy vagina during pregnancy. 

The relation of various types of flora to puerperal sepsis was 
studied. The relation of the reaction of the vagina during preg- 
nancy to the flora in general, to the presence of streptococci in 
particular, and to puerperal sepsis was observed. 

Another series of 200 healthy pregnant women was studied 
chiefly from the point of view of aerobic streptococci and b. coli, 
while a further series of 26 was observed on the day of labour, and 
18 of these again during the puerperium. The relation of the 
presence of these organisms to puerperal sepsis was studied. 

Details of the results have been given in each section. In 
general, it was found that a deviation from the ideal type of 
vaginal flora during pregnancy seemed to have little or no effect on 
the production of puerperal sepsis, though the figures sug- 
gested that it did seem to predispose to a very mild type of 
morbidity. Similarly it was found that the presence of non- 
hemolytic streptococci in pregnancy had no apparent bearing on 
the production of puerperal sepsis, but again there was some 
evidence that their presence might predispose to a very mild and 
unimportant type of sepsis. The presence of b. coli during 
pregnancy had no bearing on the production of puerperal sepsis 
in this series. 

It was observed that the flora of the uterus during the puer- 
perium might be the same when clinical sepsis was absent as when 
it was present. 

It was emphasized that many factors are involved in the pro- 
duction of puerperal sepsis, and that it is only when one factor 
is so predominant as to overshadow all others, as in epidemics due 
to hemolytic streptococci, that the problem can be simplified. 
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Agreement was expressed with the view that the time of danger 
from the introduction of organisms from without is during labour 
and for the first few days after labour. 


I am indebted to the staff of the Maternity Hospital generally 
for access to clinical records. Miss C. S. Hodge, of my own staff, 
has given valuable assistance in the laboratory work. 

The animal inoculations were carried out chiefly in the Research 
Laboratory of the Royal College of Physicians, Edinburgh, and 
a grant towards expenses was received from the Medical Research 
Council. 
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Some Observations upon the Causes of Human Sterility.* 
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Professor of Gynecology, Boston University School of Medicine, 
Boston, Massachusetts, U.S.A. 


In Biblical times the reproach of barrenness was visited entirely 
upon the wife, the mechanism of treatment was thought to be 
opening the womb, and a cure was scarcely expected save by 
divine miracle. After 20 centuries, during which these ideas 
survived without essential change, it has been the privilege of the 
present medical generation to see within the past 20 years note- 
worthy progress toward the solution of this important problem. 

The basic progress has been a greatly increased knowledge of 
the causative factors underlying human infertility. More accurate 
ideas of causation have pointed the way to more adequate diagnostic 
study and more efficient treatment ; these practical results, however, 
are first and wholly dependent upon a better comprehension of 
the abnormal conditions which require to be diagnosed and 
treated. 

Modern research has illuminated particularly four aspects of 
the causation of sterility : (1) the true significance of local genital 
abnormalities; (2) the influence of constitutional depressions; - 
(3) the multiple incidence of etiological factors; and (4) the 
division of responsibility between male and female. 


LocaL GENITAL FACTORS. 


In the male, the local abnormalities contributing most directly 
to sterility are lesions of the testicles and epididymides. Hypo- 
plasia or atrophy of the testicles interferes with spermatogenesis, 
and inflammatory or other conditions may create an epididymidal 
blockade. These are, of course, major obstacles to fertility. 


*The conclusions reported in this paper are based upon an organized 
group-study of sterility, in which I have the collaboration of Dr. Charles 
H. Lawrence, Dr. Allen Winter Rowe, and Dr. Samuel N. Vose. Data, 
other than gynecological, are contributed by my associates. The 
laboratory-endocrinological work is done, under the direction of Dr. Rowe, 
at the Evans Memorial for Clinical Research and Preventive Medicine, 


E 
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Other genital lesions appear to be of relatively minor import- 
ance. Varicocceles, excepting the few that are severe enough to 
cause evident changes in the testicles, have little or no demon- 
strable influence on sperm-production, Chronic prostato-vesiculitis, 
the abnormality most commonly encountered in the male genital 
tract in these cases, may undoubtedly exert a depressing effect on 
fertility. There is reason to believe, however, that the mechanism 
of this effect is not the direct action of hostile secretions upon 
spermatozoa in the vesicles and prostate, but rather an inter- 
ference with spermatogenesis in the testicles by blood-borne 
toxins from the chronic focal infection. : 

Broadly speaking, we feel that local genital factors in the male 
play no great part in the causation of sterility. As to incidence, 
they comprise only 12 of 125 causative factors in the 25 cases 
that are analysed in the accompanying tables. Of these 12 
factors only two or three can be reckoned of major importance. 
Necrospermia and oligospermia are common in cases of sterility, 
but the cause of such defects is found in states of constitutional 
depression far more often than in lesions of the male genital 
organs. 

In the female, one might note first that there are numerous 
deviations from strict genital normality which contribute to 
infertility little, if at all. Uterine displacements, fibromyomata, 
endometritis, stenosis of the os internum, and acidity of secretions 
are familiar examples of conditions to which in the past great 
importance has been atached. They are now understood to affect 
fertility only in the particular circumstances of an occasional 
case. 

On the other hand, we find four abnormal conditions of the 
female reproductive organs occurring with marked frequency and 
obviously causative. These are: developmental arrest, hostility 
of the endocervical mucus, tubal blockade, and mechanical inter- 
ference with ovulation. 

Female genital hypopiasia of some degree can be identified in 
a large proportion of cases. True infantilism is exceptional, 
although one sometimes hears the term infantile applied loosely to 
any degree of developmental failure. The usual picture is one of 
juvenilism, an arrest at the prepubertal stage. While the practical 
diagnosis of hypoplasia depends mainly upon the recognition of 
evident stigmata in the uterus, the real significance of this condition, 
from the viewpoint of sterility, lies in the fact that underdevelop- 
ment of the uterus connotes a corresponding failure of ovarian 

development, and hence defective ovulation. 

The endocervical mucus becomes hostile to spermatozoa mainly 





TABLE I. 


An Analysis of Causative Factors in Twenty-five Completely Studied Cases of Sterility (Series C). 
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by reason of excessive viscosity. In the extreme case, when stenosis 
of the os externum prevents free drainage, the secretions ultimately 
form an inspissated plug which entangles and kills the male cells. 
Infection per se is not inimical to spermatozoa, but endocervicitis 
often contributes to the development of viscosity. Serological 
hostility of the secretions is a possibility not supported by any 
convincing evidence. Chemical hostility never occurs, for the 
endocervical mucus is constantly alkaline within a favourable 
range. 

Tubal blockade may be complete or partial. Of the partial 
obstruction, some are caused by spasm in Fallopian tubes exhibit- 
ing no structural pathology, while others are due to organic 
strictures, plugs, kinks, or adhesions. 

Follicular cysts and persistent corpora lutea create an abnormal- 
ly high intra-ovarian tension, particularly in the presence of a 
thick tunica albuginea. This may well interfere in a mechanical 
way with the delicate mechanism of normal ovulation. Circum- 
ovarian adhesions and prolapse of the ovary are likely to prevent 
the liberated ovum from reaching and entering the Fallopian tube. 

These various female genital factors are of frequent incidence 
in cases of sterility. Among the 25 tabulated cases, only two are 
free from demonstrable pelvic abnormality. There are present 
51 such factors, which comprise 13 developmental errors, 12 due 
to the endocervical mucus, 15 cases in which the lumen of the 
Fallopian tube was partly or completely blocked, seven cystic 
conditions of the ovaries, and four items of miscellaneous 
pathology. 


CONSTITUTIONAL FACTORS. 


The breeders of livestock have long been familiar with the fact 
that ill-conditioned animals are likely to exhibit a subnormal 
fertility. More recently, experimental biologists have shown that 
many types of constitutional disturbance result in impairment 
of the reproductive capacity. 

Study of sterile human matings reveals a high incidence of 
certain constitutional abnormalities. The idea that these contribute 
to infertility is now supported by evidence from three sources. 
First, the disorders in question produce a depression of vital 
functions, which can be objectively demonstrated by metabolism 
determinations and other laboratory measurements. Second, in 
male patients a quantitative evaluation of semen (on the four 
grounds of number, morphology, motility, and endurance of the 
spermatozoa) shows deficiences when such conditions exist, and 
improvement as they are corrected. Third, it is a matter of clinical 
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experience that the treatment of these constitutional faults in one 
or both partners frequently results in a cure of sterility. 

The constitutional factors which thus depress fertility fall into 
four groups. In order of descending importance, they are endo- 
crine disorders, chronic intoxications, metabolic faults of extrinsic 
origin, and conditions of general debility. 

Among the endocrinopathies the commonest in both sexes are 
disturbances of the pituitary gland and, in particular, underfunction 
of its anterior lobe. Thyroid failure comes next in frequency. 
Primary endocrine failure of the ovary is encountered in only a 
small number of cases. We have seen no evidence of a testicular 
endocrinopathy in any case of sterility ; indeed, Rowe believes that © 
after adolescence the testicle normally ceases to function as an 
endocrine gland. 

Of the chronic intoxications, those deriving from focal infection 
easily take first place. A few years ago it would have seemed 
far fetched to reason from septic tonsils or from bad teeth to 
sterility ; but the relation becomes obvious when the eradication of 
these foci is repeatedly seen to raise the quality of the semen from 
40 per cent of the normal, or less, to complete normality. 
Among the numerous other sources of intoxication contributing 
to infertility are hepatic toxzemia and colonic stasis ; poisons such 
as alcohol, morphine, and lead; and diseases such as syphilis 
and malaria. 

The metabolic faults of extrinsic origin (as distinguished from 
those of intrinsic, or endocrine, origin) are errors in diet, and lack 
of sufficient exercise to ensure good assimilation. The subject of 
diet in relation to sterility has recently received much attention. 
While it is possible to show striking results under the controlled 
conditions of the laboratory or the poultry-yard, one doubts whether 
such observations are applicable to human beings, since the 
ordinary mixed human diet contains an abundance both of vita- 
mins and of minerals. An excessive quantity of food produces 
obesity, which is common in sterile patients; nevertheless, there 
is no true causative relation between obesity and _ sterility, 
though the two conditions are often simultaneous results of the 
same underlying metabolic depression. In one respect, however, 
faulty diet contributes demonstrably to infertility. A considerable 
number of patients have a negative nitrogen-balance, their protein 
intake being much below the maintenance-level. Both clinical and 
laboratory evidence indicates that such protein starvation induces 
subnormal metabolism, which in turn leads to imperfect gameto- 
genesis. 


Conditions of general debility lower fertility in certain instances. 
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Any degree of anzemia appears to have a markedly depressing 
effect. Another factor is poor hygiene, particularly a type 
encountered more often among the educated classes, in which the 
indivdual’s mode of life makes exhaustive demands upon his store 
of nervous energy. 

Constitutional factors in one or both partners are operative in 
24 of the 25 cases here analysed, and comprise 62 of the total of 
125 causative factors. On the male side constitutional faults out- 
number local faults by 31 to 12, and greatly exceed them in import- 
ance. On the female side there are 31 constitutional as against 51 
local faults, a proportion somewhat higher than is found in the 
general average of our cases. The 62 constitutional factors 
comprise 36 endocrinopathies, 18 intoxications, six metabolic 
faults of intrinsic origin, and two conditions of general debility. 


MULTIPLE INCIDENCE OF CAUSATIVE FACTORS. 


The several groups of local and constitutional factors just 
enumerated include some forty odd distinct conditions, each of 
which is known to exert a depressing effect upon the capacity for 
reproduction. Adequate diagnostic study of a fertile couple will 
commonly reveal one or two such conditions. This observation is 
in keeping with the evident fact that the human animal is, by 
comparison with other species, a poor breeder. Only exceptionally 
fecund humans possess anything approaching absolute fertility, or 
biological perfection of the reproductive mechanism. 

Similar diagnostic study of a clinically sterile couple shows, 
on the other hand, between two and eight factors conducive to 
infertility. The average number of factors per case in the series 
here presented is 5.00; in our entire group of cases the average 
is 4.76. 

It is, of course, possible for sterility to result from a single 
cause. Any type of complete gametogenic failure, or any complete 
blockade of the genital passages, is sufficient by itself to obliterate, 
at least temporarily, all chances of conception, and so to cause what 
is properly called absolute sterility. ven in such a case there 
are usually other factors present, which would influence the situation 
if the predominant factor were removed. 

In about 70 per cent of sterility cases, however, one finds 
no such definite and absolute single cause. Spermatozoa and 
presumably ova are produced, though they may be subnormal in 
quality and quantity ; the passages are not entirely blocked, though 
obstructions of one sort on another may be interposed. The 
chances of conception are not obliterated, but are diminished to 
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a degree which varies widely in different cases and within a 
narrower range in the same case at different times. Thus a state 
of relative sterility is created. 

One may well imagine a graded scale of relative sterility- 
fertility, extending between a lower limit of absolute sterility and 
an upper limit of theoretical absolute fertility. Midway in the 
scale is the threshold of conception, and for practical purposes a 
mating is simply fruitful or barren according as its fertility-level 
lies above or below that threshold. As a matter of fact there is 
wide divergence on each side of the threshold, and hence it happens 
that some matings are obviously more fertile than others, while in 
the same way, though not so obviously, some are more and others 
less sterile. 

The position which any given mating occupies in the scale of 
relative sterility-fertility depends upon the number and character 
of inhibiting factors present. A single impediment to fertility is 
often overcome by nature, as the contraceptionists have discovered. 
A sum total of four or five factors, on the contrary, is usually 
sufficient to depress the fertility of a mating below the threshold 
of conception. 

It is of basic importance to appreciate that in the ordinary 
clinical case sterility is due, not to some one abnormal condition, 
but to a summation or totality of several causative factors. In the 
past the fashion was to accept the first discovered abnormality in 
each case as the sole and only cause. Incomplete diagnostic study 
led to inadequate treatment, of which the results were generally 
and notoriously unsatisfactory. 


DIVISION OF RESPONSIBILITY BETWEEN SEXES. 


If sterility were due to a single cause which could always be 
allocated to one or the other partner, it would be easy to distinguish 
male and female responsibility. Actuaily, the fact of multiple 
causation makes the assessment of individual responsibility an 
exceedingly complex problem. 

About one-third of all demonstrable causative factors are on the 
male side, and two-thirds on the side of the female. In the present 
series of cases there are 43 male and 82 female factors. Thus the 
total responsibility of wives appears to be greater than that of 
husbands. 

One finds, however, some division of responsibility in the large 
majority of cases. In the series here presented there are only two 
guiltless husbands, and not one guiltless wife. In general, com- 
plete freedom from evidence of infertility is seen in less than 10 
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per cent of the men and less than five per cent of the women who 
present themselves to the clinician for the relief of sterility. 

It becomes evident, therefore, that the common situation is not 
that of a definitely fertile individual mated with one who is 
definitely sterile, but rather that of two individuals both of 
impaired fertility. In many instances either member of such a 
pair would undoubtedly be able to reproduce by a highly fertile 
mate. 

A factor of absolute sterility will render sterile a man or a 
woman, and any mating into which that man or woman may enter. 
Except in the presence of an absolute factor it is virtually 
impossible to say that the fertility-level of one individual is such 
as will or will not allow procreation. A considerable degree of 
relative sterility in one partner may be overcome by high relative 
fertility in the other; or moderate relative fertility may be counter- 
acted by a somewhat more than moderate degree of relative 
sterility. 

The choice of such phrases as male sterility or sterility in 
women is unfortunate, since they convey a generally false idea. 
Only in a minority of cases does one encounter the individual man 
or woman who is unqualifiedly sterile. The usual clinical problem 
is a sterile mating due to the combined action of several causative 
factors, an zetiological sum total to which both partners in some 
degree contribute. 


TABLE IT. 
Distribution of Causative Factors in 25 Cases of Sterility. 





Male factors 43 = constitutional 31 + local 12 
Female factors 82 = constitutional 31 + local 51 
Total factors 125 = constitutional 62 + local 63 


Average number of factors per case=5.0. 
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Dystocia due to Dilatation of the Urinary Tract 
in a Foetus. 


By T. N. A. Jerrcoate, M.B., Ch.B. (Liverpool). 


Ethel Boyce Fellow in Gynecology and Obstetrics, University of 
Liverpool; Gynecological and Obstetric Registrar, Liverpool 
Royal Infirmary. 


TuE following is the report of a case of obstructed labour, the 
obstruction being caused by an enlargement of the foetal bladder. 


Clinical history: The patient, Mrs. M., was 35 years of age 
and had had six normal confinements previously. Her husband 
was suffering from pulmonary tuberculosis. She became pregnant 
for the seventh time but was uncertain of the date of her last 
menstrual period, however, she believed that conception took place 
early in March, 1930. She felt well and had not any unusual 
symptoms, so she did not consult either a doctor or a nurse during 
the pregnancy. 

Labour commenced: prematurely at 2.0 p.m. on October 23rd, 
1930. At 7.0 p.m. her midwife examined her and found the 
cervical canal fully dilated. Ten minutes later the head of the child 
was born; its body, however, made no advance, and could not be 
expressed or extracted. A doctor was called to the patient. He 
delivered the arms of the child, but failed to deliver the rest of its 
body, and accordingly he sent the patient into the Liverpool 
Maternity Hospital. 

On admission at 9.0 p.m. the patient was pale and very shocked ; 
the pulse-rate was 120. The uterus was inert and the foetal heart 
sounds were not heard. A vaginal examination was made by Dr. 
Dobbin Crawford, and she felt an enlargement of the foetal 
abdomen. The peritoneal cavity of the child was punctured in 
the region of the costal margin but free fluid did not escape. A 
further examination then revealed the rounded surface of a large 
cystic swelling arising out of the foetal pelvis. This tumour was 
not very tense and had to be steadied with pressure-forceps before 
it could be perforated. On puncturing the swelling a large quantity 
of fluid escaped and the delivery was then easily completed. The 
placenta required manual removal, the membranes being adherent 
to the fundus of the uterus. 


* Read at a Pathological Meeting of the Liverpool Medical Institution, 
April oth, 1931. 
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The puerperium was quite satisfactory. 

Post-mortem examination: The foetus was a female. It was five 
pounds in weight (after removal of the fluid) and measured 18 inches 
in length. It was not macerated, nor had it any external signs of 
maldevelopment. A centre of ossification was absent, both at the 
lower end of the femur and at the upper end of the tibia. The 
child appeared to be about four weeks premature, but from the 
history as to possible dates of conception it is probable that it 
could not have been more than 34 weeks old. 

As a result of the ‘efforts made to extract the child, its cervical 
spine was dislocated, its head was almost torn off, and was 
attached to the trunk merely by a piece of skin and a few strands 
of muscle. It became completely detached during the examination 
and does not appear in the photographs. 

There was not any evidence of intracranial injury. Abnormali- 
ties were absent from the heart, lungs, trachea and bronchi, 

The abdomen had been punctured in the region of the right 
costal margin. On opening the abdomen the bladder was found 
to be very much enlarged, and even in its collapsed condition 
covered nearly the whole of the abdominal contents. In the 
right upper aspect was a hole where it had been punctured during 
delivery. This was repaired and when the bladder was filled with 
fluid it was found to hold just over 1,000c.c. On distension it 
completely filled the abdominal cavity (Fig. 1). It was spherical 
in shape and had a uniform outline, the widest diameter from side 
to side measuring 16cm. On opening the bladder it was seen to 
consist of a single cavity lined by smooth walls. The muscle wall 
showed marked hypertrophy, especially in the region of the 
urethral opening; in this part it was about 0.4 cm. in thickness. 
The ureteric orifices were widely separated (7 cm.), and both were 
patent. 

The urethra was normal in position and appearance; there 
was no valve or obstruction of any kind at its upper end, and a 
glass probe could be passed easily along its whole length, both from 
without inwards and within outwards. The urethra was subse- 
quently dissected out, and no obstruction of any kind was present. 

In order to demonstrate the urinary system the bladder and 
ureters were injected with a 15 per cent solution of lithium iodide, 
and an X-ray photograph was taken (Fig. 2). Both ureters were 
dilated and measured 1 cm. across in their widest parts; they were 
also very tortuous. A probe could not be passed along either 
ureter, but this was merely due to the tortuosity, and there was 
no obstruction to injected fluid. 

The kidneys were slightly larger than normal and showed the 
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ordinary foetal lobulation; their pelves were obviously dilated and 
prominent. On opening the kidneys it was found that almost 
the whole of the kidney substance had been destroyed, and each 
kidney was a single large cavity directly continuous with its 
pelvis. The walls of these hydronephroses were composed of all 
that remained of the renal substance, the thickness of which 
measured from 0.1 cm. to 0.3 cm. 

No abnormalities were present in the external genitalia or the 
anus. The uterus and appendages were normal. 


DISCUSSION. 

Although the possibility of an. enlarged foetal bladder causing 
dystocia is mentioned in nearly all the textbooks, yet it is a com- 
paratively rare occurrence. Ballantyne’ quotes nine cases which 
had been reported between 1880 and 1902. Dorland? in 1919 traced 
64 cases in the literature, including those mentioned by Ballantyne. 
Goldberger® said that in 1929, 217 cases of congenital dilatation 
of the foetal bladder had been described; he does not, however, 
state whether there was dystocia in all of them. 

From the reports of these cases it is possible to say that the 
condition has usually occurred in primigravidz or in the early 
child-bearing period, and that the labour has often been premature. 
In the majority there was a cephalic presentation. The children 
affected have been mostly males. Foetal ascites has been a frequent 
association, and in some cases it was this, rather than the dilatation 
of the urinary tract, that caused obstructed labour. Other abnor- 
malities have usually been present, the most common being spina 
bifida, talipes, imperforate anus, and maldevelopments of the 
genitalia. The conditions in the urinary tract have varied from 
moderate degrees of enlargement of the bladder with normal 
ureters and kidneys, to great enlargement of the bladder associated 
with bilateral hydronephrosis. The bladder has sometimes retained 
its normal shape; on the other hand, cases have been reported 
in which there have been two or more loculi present. 

In discussing their etiology these conditions may be considered 
in two groups: 

(i) Those in which some form of urethral obstruction-is present. 

(ii) Those in which an abnormality of the urethra is absent. 
In the first group one has to place the majority of the cases which 
have been described. It is interesting to note that Dorland? and 
all recent writers stress the fact that, in nearly all, some form 
of urethral obstruction can be demonstrated. Ballantyne’ origin- 
ally classified these conditions into those showing hypertrophy 
and dilatation of the bladder and those showing dilatation without 
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hypertrophy. It is remarkable that only one or two cases have been 
described in which there was dilatation without the presence of 
hypertrophy, although there have been many in which complete 
obstruction of the urethra was found. Spicer* notes this fact and 
points out that from the hypertrophy of the bladder wall one must 
conclude that there must have been some escape of urine, and that, 
in the absence of an umbilical or other fistula, the urethral block 
cannot have been complete. 


As regards the case described above, the etiology is more 
obscure. Since the foetus was a female it was more easy to 
examine the urethra carefully, so it can be definitely stated that in 
this case the urethra was normal. This case should, there- 
fore, be placed in the second group. 

Many suggestions have been made to account for the production 
of the enlarged bladders in the few cases which comprise the second 
group. Hypo-zsthesia of the bladder has been given as a possible 
factor, while hyperzesthesia has also been put forward to explain 
it. It seems more feasible that the underlying cause is an abnor- 
mality in the neuro-muscular mechanism. The condition then 
becomes comparable with such diseases as congenital pyloric 
stenosis and Hirschsprung’s idiopathic dilatation of the colon. 
In the case described above the hypertrophy was especially marked 
in that region of the bladder which surrounded the urethral 
opening. This finding tends to support the latter theory as to 
the origin of the condition. 


However, babies have been born with imperforate urethrz 
without there being any dilatation of the urinary tract, or, in fact, 
any urine in the bladder. Two factors are therefore necessary in 
the production of these conditions : 


(i) An interference in the outflow of urine due either to 
mechanical or functional abnormalities. 

(ii) The secretion of urine by the foetus. 

Formerly, it was generally accepted that the foetal kidneys 
functioned in utero, but latterly it has been stated that although 
the foetal kidneys are capable of functioning after the seventh 
or eighth month of intra-uterine life it is not normal for them to 


do so until the actual onset, or immediately prior to the onset of 
labour. 


The main evidence in favour of the view that normally they do 
function is :— 


1. The presence of urea and, occasionally, uric acid crystals 
in liquor amnii. 
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2. The finding of urine in the bladders of a large percentage 
of stillborn babies. 


3. The fact that babies usually pass a small quantity of urine 
during the first few hours following birth. 

The chief arguments against the foetal kidneys functioning 
are :— 

1. That the presence of a trace of urea in the liquor amnii does 
not necessarily imply the presence of urine. 

2. That uric acid crystals occur very rarely in the liquor amnii, 
and that when they do it is probably pathological. 


3. Schaller’ injected phloridzin into pregnant animals and 
showed that although the foetus at birth contained the drug yet 
there was never any sugar in the liquor amnii. 


4. Goldman® injected pyrrol blue into pregnant animals and 
showed that the coloration of the foetus was limited to the external 
surface and the alimentary canal. There was no pigment in the 
renal and vesical epithelium. 


5. That children have been born with imperforate urethra and 
yet have not had any urine in their bladders. 


In the last 73 consecutive post-mortem examinations on stillborn 
babies, performed in the Department of Obstetrics and Gyne- 
cology of the University of Liverpool, the presence or absence 
of urine in the bladder has been noted. Urine was present in 
22 cases (30.1 per cent). The amount of urine was usually between 
two and five c.c., although as much as 50 c.c. has been found in 
the bladder of normally developed foetis. Schaller found urine 
in the bladder of 41.6 per cent of babies examined. 

If the fuetal kidneys do not function while in utero, then the 
presence of urine in the bladders of such a large percentage of 
stillborn babies must be explained. 

It is generally accepted that the placenta is the excretory organ 
of the foetus. Furthermore, babies have been born alive in spite 
of a complete absence of kidneys and bladder. This points to the 
fact that the urinary system, like the respiratory system, is not 
essential to intra-uterine life and development. Spicer* emphasizes 
this and puts forward the view that the foetal kidneys only secrete 
when the placenta becomes defective as an excretory organ. So he 
explains the occurrence of urine in the foetal bladder at birth as 
follows: ‘‘The onset of labour, if not earlier circumstances, such as 
changes in the placenta preparatory to labour . . . . brings about 
the beginning of a breakdown in the previous arrangements of 
excretion ; a stimulus is given to the kidney and it starts work.”’ 
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In the series of 22 cases in which the foetal bladder contained 
urine an attempt was made to find out if there was any evidence 
of an associated placental lesion, or whether the character of 
labour had any bearing on the question. 





Number of 
babies with 
urine in 
the bladder 


16 
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From this it is seen that there appears to be a definite association 
between the occurrence of urine in the bladder and a prolonged 
labour. Altogether there were 24 babies who were normally 
developed, and who were born after a prolonged and difficult 
labour : most of them showed evidence of intracranial damage. Of 
these no less than 16 had urine in the bladder. This association 
may be explained by the fact that in a prolonged labour the 
placental circulation would be more likely to be affected, and at 
the same time there is a longer period in which the urine could be 
secreted and collect in the bladder. Thus it bears out the 
suggestion put forward by Spicer. On the other hand, it is just 
possible that the excessive pressure on the foetal skull stimulates 
the centres in the base of the fourth ventricle and, indirectly, the 
kidneys. 

Of the other babies in which urine was found in the bladder, 
one was from an eclamptic mother, one was from a case of acciden- 
tal antepartum hzmorrhage, while two were babies who were 
macerated (cause not certain). In all of these one can conceive 
that the placenta was probably inefficient as an excretory organ. 
The remaining two cases occurred in obviously malformed fcetis. 
In these the renal activity was probably merely another evidence 
of their maldevelopment. 


It has been stated that labour is not such an important factor 
in stimulating urinary secretion, since babies born by Cesarean 
section before the onset of labour have, on a few occasions, 
micturated within a short time of delivery. It is difficult to 
reconcile this statement with the above theory unless, in such 
cases, the pre-parturitional placental changes have already com- 
menced, or unless the operation has been performed for such 
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conditions as antepartum hemorrhage of the accidental or unavoid- 
able type. 

Wolff’ has shown experimentally that the foetal kidneys 
function if those of the mother are inefficient, but Wagner*® points 
out that three-quarters of the maternal renal substance must be 
destroyed before the foetal kidneys begin to secrete. One would, 
therefore, hardly expect to find urine in the bladders of babies 
born from mothers suffering from a toxzemia of pregnancy, unless 
the placenta was affected too. In our series of 73 stillbirths 12 
babies were from cases of toxzmia of pregnancy. Of these one 
only had urine in the bladder. One foetus was from a woman who 
had one kidney only. In this, too, there was not any evidence 
that the foetal kidneys had functioned. 

It was hoped that the introduction of uroselectan would help 
to solve this much-debated question. However, Roberts® has 
injected two pregnant women with uroselectan and, on each 
occasion, X-ray photographs have failed to reveal any evidence of 
the drug in the foetal urinary tract. This has been repeated on a 
much larger number of patients, by other investigators: their 
results have been similar, These negative findings are therefore 
of little value in the solution of the problem. 

Although it is not definitely proved, the bulk of evidence is in 
favour of the view that the foetal kidneys do not secrete urine until 
the actual onset, or immediately prior to the onset, of labour. 
Even so, such evidence must be accepted with diffidence since, for 
the most part, it depends on the presence or absence or urine in the 
foetal bladder at birth. This is possibly an unreliable indicator 
of renal activity, since the foetus may have voided any urine it 
may have secreted, into the liquor amnii or into the maternal 
passages during its birth. 

I am indebted to Dr. P. H. Whittaker for the X-ray plate. 

My thanks are due to Dr. M. A. Dobbin Crawford for her 
permission to publish this case, and for her kindness in supplying 
me with the clinical details. 
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The Influence of Age on Labour. 


By W. C. W. Nixon, F.R.C.S. (Eng.) 
Late Resident Obstetrician, Queen Charlotte’s Maternity 
Hospital. 


THE case of the elderly primigravida has invariably given rise to 
apprehension and anxiety among her relatives and even, on 
occasion, to her medical attendant. Opinion is now changing 
and there are many who now consider that the risks and dangers 
have been considerably exaggerated and labour in these women 
differs in no way from that in young primipare. 

The literature on the subject is somewhat scanty and textbooks 
dismiss it briefly. Esmann,’ at his hospital, has collected 75 cases 
of confinements in women aged 40 or over. Quigley’ has reviewed 
over 300 cases, but only 24 of these were primipare of the age 
of 40, and in Preston Maxwell’s® series of 46 there were 15. 

This paper has as its object the elucidation of the complications 
and difficulties attending a first pregnancy and labour after the 
age of 40. An analysis has been made of 100 cases of labour in 
primipare, aged 40 to 45 years inclusive (Group A), who were 
admitted to Queen Charlotte’s Hospital during the years 1922 
to 1931. For comparative purposes a consecutive and similar 
number of labours in young primiparz, aged 20 to 25 years 
inclusive (Group B), admitted in the year 1927, has been 
analysed also. The only selection shown in this last group has 
been that of age. 

The subject will be dealt with from the following aspects :—- 
pregnancy, labour, puerperium, and the baby. 


I--COMPLICATIONS DURING PREGNANCY. 
A.—Elderly primigravidee : B.—Young primigravide : 
per 100 cases. per 100 cases. 
Toxemia. 

Eclampsia es 
Acute yellow atrophy 
Pre-eclampsia 
Mild cases 


16 per cent 5 per cent 
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There was not any case of hyperemesis gravidarum. It will 
be seen that the rate of toxemia in the elderly women is consider- 
ably higher. In Quigley’s series the rate of toxemia was 18.5 
per cent, and hyperemesis was absent. 

Premature Labours and Abortions. 

These were nearly three times more common in elderly primi- 
gravid (10 per cent) than in young primiparz (3.8 per cent), and 
are largely due to toxzemia of pregnancy. 

Fibroids. 

In Group A there were nine cases. Two of these were treated 
by myomectomy in the early months. A higher incidence of these 
tumours in women over 40 is naturally to be expected. Labour 
was complicated in three cases, in that manual removal of the 
placenta was necessary. In no case was Cesarean section under- 
taken. 

Ovarian Cysts. 

One woman, aged 42, had a cyst removed at the third month of 
her pregnancy. 
Twins. 


There is a prevalent opinion that twin pregnancy is more 
common in elderly primigravidz. This was not so in this series: 
1 in 100 (Group A), 2 in 100 (Group B). 

Heart disease and hydramnios were of equal frequency in both 
groups. 


TJ—LaBour. 
A.—Elderly primigravidee B.—Young primigravide 
Induction of Labour 


Drug 3 per cent 4 per cent 
Mechanical 8 per cent Io per cent 


II per cent 14 per cent 


The predominating indication for induction of labour in 
Group A. was toxemia of pregnancy; in Group B. induction was 
more usually performed for minor degrees of pelvic contraction. 
Some authorities insist on routine mechanical induction at the 
36th week in all elderly primigravide. Such a procedure can hardly 
be justified in view of the number of patients in whom labour 
occurs spontaneously at term (particularly if castor oil is given), 
and in whom confinement is normal, 

Pelvic Contraction. 


This is said to be more common in old than in young primi- 
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gravide. In one case only of Group A was an absolute indi- 
cation for Czsarean section. Disproportion would not appear to 
be cf serious moment in this Group, when judged by the number 
of inductions performed in the younger women for this compli- 
cation. 

Duration of Labour. 


There is much variability in the length of labour. The shortest 
time was one hour 50 minutes; the longest 92 hours. The average 
length of labour in elderly primiparze was 254 hours, whereas in 
young primipare it was 192 hours. 


Elderly primiparee Young primipare 
Presentation. 


per cent per cent 
Left occipito-anterior 42.1 51.5 
‘Right occipito-anterior 40.0 41.5 
Right occipito-posterior 5-3 
Left occipito-posterior 6.3) 3.0 j 
Breech 6.3 
Face 


1.0 ) 
\ 11.6 per cent 4 per cent 


2.0 
1.0 


The increase in posterior positions and breech presentations is 
a common finding of most investigators. 

The Forceps. 

The application of the forceps was required in 16 per cent of the 
elderly primiparous cases, in contrast to 7.8 per cent in the younger 
mothers. This increase in the forceps-rate can be accounted for 
by the higher incidence of occipito-posterior presentation and 
uterine inertia. 

Perineal Lacerations. 

These were equally common in both groups. Episiotomy was 
performed twice as frequently in the elderly women, but even so 
it was resorted to in 3.1 per cent only of these cases. The cervix 
was manually dilated in one case. There are occasions when the 
cervix reluctantly dilates, and this anomaly in its function is 
excused on the grounds that it is particularly rigid in these 
subjects. It is more than doubtful whether this is the rational 
explanation; that the sluggish uterus plays a great part is more 
probable. With the proper employment of sedatives, especially 
morphia and scopolamine early in labour, rigidity, even if it does 
exist, should be satisfactorily overcome. 

Manual Removal of Placenta. 
This complication is frequent in Group A. (8.3 per cent) ; this, 
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the most dangerous of obstetrical operations, was not required in 
any case in Group B. A feature was the association of fibroid 
tumours with the retention of the placenta. Such a combination 
was present in three cases. 
Antepartum Hemorrhage. 

With the high frequency of toxzemia in the elderly mothers, 
one would expect a corresponding increase in accidental hamorr- 
hage. In the whole series, young and old, there was one case 


only (age 43) in which this condition was found, and this was 
combined with a marginal placenta previa. 


III—PUuERPERIUM. 
Puerperal Pyrexia. 

A temperature of 100°F. is registered as pyrexial at Queen 
Charlotte’s Hospital. Such pyrexia was less frequent in the old 
primipare (26 per cent), than in the young (29 per cent). An 
analysis of the causes shows that saprzemia is the most common 
in both groups; then follow thrombo-phlebitis, antepartum 
albuminuria, and fibroid tumours in Group A., whereas tonsillar, 
pulmonary and mammary infections predominate in Group B. 
Septicemia. 

Two cases were noted in Group A. (elderly primiparz). One 
patient had malignant endocarditis, following manual removal of 
the placenta, which proved fatal, and the other had a non-hemoly- 
tic streptococcal infection and survived. 

In Group B., there was one patient who died of pneumonia. 


Elderly primiparce Young primiparee 
Maternal mortality. 
Eclampsia Sear Ne Pneumonia 
Acute yellow atroph 
Septiczemia 


I 
fe) 
be) 
I 


Total Total 


IV—THE Bapy. 


Elderly primiparee Young: primiparee 
Average weight 6 pounds 4 ounces 6 pounds 14 ounces. 
Infant mortality 17.0 per cent 1.9 per cent 
Breast feeding 65.4 per cent 89.0 per cent 


A consideration of these figures discloses several salient 
facts :— 


1. Toxzmia of pregnancy is three times as frequent in primi- 
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gravide over the age of 4o. Its type is severe, and eclampsia 
occurs with greater frequency (four per cent). 

2. Labour is longer than in younger women. 

3. Occipito-posterior positions and breech presentations are 
three times more common. 

4. The forceps-rate is twice as high, and this ircrease is due 
to the sluggish uterus and the larger number of posterior positions, 
and not to the greater size of the babies, as some authorities would 
have us believe. 

5. One of the “distressing features of this series -is manual 
removal of the placenta (8.3 per cent) and its particular association 
with fibroid tumours. 

6. The average weight of the baby is six pounds four ounces. 

7. Premature labour and abortions are nearly three times as 
common in elderly primigravide. 

8. The infant mortality is 17 per cent. This unusual figure is 
accounted for by the high forceps-rate, toxemia of pregnancy 
and the greater number of premature births. 

g. Breast feeding is unsatisfactory in elderly primiparz, and 
in over one-third of the cases it had to be supplemented. 

10. Puerperal pyrexia, perineal lacerations, induction of 


labour, hydramnios, pelvic contraction and twin pregnancy are 
not of higher frequency than in young primipare. 


Comment. 


The maternal mortality of four per cent and infant mortality 
rate of 17 per cent are striking features. When one comes to 
study the causes of the maternal deaths, it is seen that toxemia 
of pregnancy is, to a large extent, a contributing factor. With 
adequate skilled ante-natal supervision this figure should be 
considerably reduced. 

The case for the infant is somewhat different. Does the 
solution to the problem of the increased foetal mortality lie in 
Czesarean section? Doubtless some of the infants could have been 
saved by this operation. One is dealing with a woman whose age 
lessens her chances of having another child if the first is lost in 
a trial labour. The baby becomes more important as the age of 
the mother increases. A trivial complication in a young mother 
may assume some magnitude in an older woman whose reserve 
is diminished on account of advancing years. A slight degree of 
pelvic contraction in the one would be treated ‘by induction of 
labour or trial labour, whereas in the other Cesarean section 
would ensure a living baby. It must not be presumed that the 
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routine performance of this operation is advocated in all cases. 
What one suggests is that there are minor degrees of deviation 
from the normal in young primigravidz which would not be 
treated by Cesarean section, while in an elderly primigravida they 
might legitimately be regarded as indications for this operation. 
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338 Cases of Medical Induction of Labour at City of 
London Maternity Hospital. 


By R. L. Dopps, M.B., M.Ch., F.R.C.S. 


Registrar, City of London Maternity Hospital; Obstetric 
Registrar, Charing Cross Hospital; Registrar, 
Samaritan Free Hospital. 


Apart from the question of the efficiency of medical induction, the 
main problems discussed since Watson’s’ papers, in 1920 and 1922, 
are those of the safe dosage of pituitrin and of the effect of quinine 
on the foetus. The necessity for caution in the use of pituitrin 
was early manifest, so that tetanic contraction and rupture of the 
uterus no longer constitute objections to the method. 

An effect of quinine on the foetus was first mentioned by Porak? 
in 1878. Recently this question has been exhaustively examined 
by Dilling and Gemmell.* 

The present series of cases is devoid of any accident attributable 
to pituitrin, while the number of stillbirths from an undiscovered 
cause, and possibly due to quinine, supports the view of Dilling 
and Gemmell that labour induced by quinine is as safe as labour 
of spontaneous onset. 

This series has been examined statistically to discover the value 
of various factors in successfully induced cases. A certain risk has 
been revealed in giving repeated courses of medical induction. 
Finally the stillbirths and the nutrition of infants who survive 
are considered. 

The course starts with an ounce and a half of castor oil, 
followed in two hours by an enema and a hot bath. Twenty grains 
of quinine sulphate dissolved by acid sulph. dil., divided into 
three two-hourly doses of 10, five and five grains are then given, 
and if labour has not started within 11 hours from the first dose, 
two half cubic centimetre injections of pituitrin are given with 
an interval of one hour. In 40 cases a total of 50 grains of quinine 
was given and pituitrin was omitted. The criterion of success 
adopted has been onset of labour within 24 hours of the first dose 
of quinine. In four cases pains started and ceased ; these are con- 
sidered failures. 

Success was obtained in 183 cases, or 54.14 per cent. 
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Effect of Parity. 


Success Rate 
ist pregnancy 188 104 55.32 per cent 
and 59 32 54.23 
3rd 40 21 52.5 
4th 17 8 - 47.58 
5th 15 8 53-33 
6th 19 Io <3, Bas 


’ 


All multiparie 150 79 52.66 


These success rates are close enough to indicate that the degree 
of parity is not a factor in success, 


Effect of Maturity. 


Total Success Rate — 
Premature (average=16 days) 101 40 40.0 per cent 
Term eS ie ete 88 45 51.13 
Post-mature Ti “aA ae 149 98 65.07 


” 
x” 

' These results are in accord with clinical experience in showing 
that maturity is the most potent determinant of success or failure. 


Effect of Toxemia. 
The presence of albuminuria is taken as an indication of 
toxemia. 
Total Success Rate 


Toxeemic a ei es 50 31 62.0 per cent 
Non-toxzemic os ais 288 152 52.77 


” 


It might have transpired that the higher success rate of the 
toxemic cases was due to their more advanced maturity, as com- 
pared with the non-toxzmic. 

The following table shows, however, that the toxemic group 
contained a higher proportion of premature cases, and that their 
average degree of prematurity was greater. 


Average 
Total Premature prematurity 
Toxzemic age Ess 50 16=32 per cent 24 days 
Non-toxzmic io ee 288 84=29 per cent 14% days 


Moreover, of these 16 premature toxzemic cases nine (56 per 
cent) were successful, as compared with the success rate of 40 per 
cent for all premature cases. 


‘Effect of Age. 


The average age of 183 successful cases was 26.9 years, and 


of 155 failures 27.67 years. These figures are sufficiently close to 
be without significance. 
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The success rates in three age groups are shown in the following 
table :— 


Age group Total Success Rate 
24 and Below ies 140 81 57-8 per cent 
25 to 35 on 156 81 51.92 
36 and over ‘is 42 21 50.0 


” 


3% 


The highest success rate of the youngest group of patients can 
be explained by the fact that this group contains only 25 per cent 
of premature cases, whereas the two older groups combined con- 
tain 32.5 per cent of premature cases. This difference alone would 
produce the differences in the success rate. Age is, therefore, not 
a factor of importance. 


Repetition of Medical Induction. 

Of the total 338 cases, 135 (40 per cent) were successfully 
induced by one course only, and 203 failed to respond. Of the 
latter, 157 cases were subjected to a second course, and in 43 (27 
per cent) this was successful, leaving 114 failures. Of these failures 
19 had a third course and in five (26 per cent) it was successful. 
This decreasing success rate, when second and third courses are 
given, obtains in spite of the increase of maturity which is 
occurring pari passu. Moreover it emerges, from a study of the 
first stages of labour, that those patients who require a second and 
third course have a degree of uterine inertia. 


Average Duration of First Stage. 
Primigravidee Multiparee 
Hours Minutes Hours Minutes 
One course (126) 12 46 (69 cases) 8 42 (57 cases) 
Two courses (39) 22 er a II 66 iftg-4y i) 
Three courses (5+10) 27 Be CG guest) 15 203 GF sg) 
Average for 170 cases 15 AB (>) 55.) 9 9 AFAR oes.) 


In this table the total of 183 successful inductions is reduced to 
170, as in 11 the duration of the first stage was not observed and 
in two it was terminated by Cesarean section. 


Among the 15 cases which had three courses 10 failures, after- 
wards induced surgically, are included. Notwithstanding the 
more violent stimulus thus provided, the average duration of the 
first stage was approximately double that in the cases which res- 
ponded to one course of medical induction. 


Among the cases which were successful after one course there 


was a large group (63) in which labour started within 11 hours 
without the administration of pituitrin. In these the average 
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duration of the first stage was longest. For 35 primigravide the 
average was 12 hours 36 minutes, and for 28 multipare 8 hours 
II minutes. 

The inertia revealed by absence of, or delay in, response to 
quinine might be expected to show its effect most in cases with 
disproportion. A group of 160 primigravide with disproportion 
has been investigated. The instrumental delivery rate (forceps 
or perforation) is shown as follows :— 

Successful Cases Failed Cases, surgically induced 

Total Instruments Rate Total Instruments Rate 
One course 38 7 18.4 per cent 19 5 26.3 per cent 
Two courses 64 21 32.8 per cent 39 14 36.0 per cent 


Although the instrumental delivery rate is high in the group 
of cases successfully induced with one course (18.4 per cent), the 
rate after two courses is significantly higher (32.8 per cent). The 
right-hand side of the Table shows that surgical induction does 
not lessen the chance of instrumental delivery. 

Large doses of Quinine. 

In 40 cases 50 grains of quinine were given without pituitrin ; 
16 (40 per cent) of these were successful. Of the 40 cases, 19 were 
premature, the average prematurity being 19 days. However, 
estimated according to the success rates for the whole series, of 
these 40 cases, eight premature and 12 at term should have been 
successful, whereas the actual successes were five premature and 
11 at term. Massive doses of quinine, therefore, do not give better 
results than moderate doses. 

A study of the duration of first stages in this group lends no 
support to the view that quinine augments uterine contraction. 
The average first stage in 11 successfully induced primigravide 
was 12 hours 42 minutes, and this is almost identical with the 
figure for comparable cases in the whole series. 

Although Mitchell* produces evidence to show that quinine 
given for three weeks before term decreases the incidence of inertia, 
no such effect is seen when a large dose is given just before labour 
Starts. 

Infants. 


There were 344 babies born of the 338 patients subjected to 
medical induction; 37 (10.75 per cent) of these babies were still- 
born, and there were 12 (3.9 per cent) neonatal deaths. 

Quinine as a cause of foetal death falls under suspicion in five 
of the 344 births, and in one of these any such effect of quinine 
was probably supplemented by the pre-eclamptic condition of the 
mother. In this one, and in three of the others, foetal death occurred 
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within 32 hours of the last dose of quinine, and during the first 
stage of a labour which was otherwise uneventful. In the remain- 
ing case the foetal heart-rate rose from 132 before quinine was given 
to 160 three hours after the last dose. When labour began 12 
hours later the foetal heart-rate was 146, and after an easy labour 
of nine hours’ duration the foetal heart beat slowly for a few minutes 
only. The cause of death was not found at the autopsy. The still- 
birth rate, presumably due to quinine, is 1.45 per cent including 
the doubtful pre-eclamptic case. If this case is omitted the rate 
is 1.13 per cent. These figures support the argument of Dilling 
and Gemmell, who find in 2,682 normal labours an unexplained 
still-birth rate of 1.34 per cent, and conclude from their figures 
that labour induced with quinine is as safe as normal labour. 


Effect on Nutrition. 

The following. table shows the average loss of weight in 
premature and mature babies subjected to medical induction. The 
average loss in 102 normal cases is included for comparison. 


Average birth Average loss _—‘ Percentage loss 
weight 1oth day of weight 
pounds ounces 
Premature 4 14 3. ounces 4.61 per cent 
Mature. 7 7 5: iS 4.62 a 
7 5 


Controls 4 5 ” 4-74 ” 


Conclusions. 


1. The success of medical induction is not affected by parity or 
age. 

2. Pre-maturity has a marked negative effect, and post-maturity 
a positive effect on the success of medical induction. 


3. The presence of toxzemia favours successful induction. 


4. The chances of success with a second and third course of 
induction are less than with the first. This lack of sensitivity on 
the part of the uterus shows itself as inertia during the first stage 
of labour, and is followed by a high instrumental delivery rate 
during the second stage. 


5. No higher success rate is obtained by using 50 grains of 
quinine than by using 20 grains. Those labours started by a 
large dose of quinine are not appreciably shortened in duration. 

6. Less than two per cent of medically induced labours result 
in stillbirths possibly due to quinine. Those babies who survive 
do not have defects in nutrition. 
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Cervicitis and Its End Results. 
BY 


R. Francis Matters, M.D., F.R.C.S. (Edin.), F.C.S. (Adelaide), 
D.G.O. (Adelaide). 


Tutor in Obstetrics, University of Adelaide. 


THE scientific advancement of gynecology has removed much of 
the tendency to operate blindly upon patients who suffer from 
backache, dysmenorrheea, etc., although there are even now 
operations of the Gilliam type being performed empirically for 
backache and dysmenorrhcea, when a displaced uterus is of itself 
causing very little trouble. 

An operation of this type may produce little or no relief to 
the patient, who, because of this unfortunate result, tends to regard 
operative procedure generally as unsatisfactory. This attitude 
produces the feeling that surgical procedure is faulty, or that it is 
unable to do what is claimed, and so there is developing, at least 
in Australia, a hesitancy to submit to operation. This is a natural 
result which will obtain so long as men do not act scientifically, 
but continue to be dexterous technicians without exercising proper 
surgical judgment. 

There have been several excellent articles written regarding 
cervical infection. The address of Herbert H. Schlink’ indicates 
the effects of cervical infection most lucidly, although it would 
appear that the gonococcus carried more than its share of responsi- 
bility in this direction. Schlink dealt very carefully with the 
lymphatic drainage of the pelvis and especially showed the cervical 
drainage. There can be little doubt, as he states, that the majority 
of cases of salpingitis are due to lymphatic spread, but after making 
an examination of a large number of uteri removed from patients 
who had bulky cervices with erosion and perhaps laceration, and 
whose recent history had been one long complaint of backache, 
aggravated in the premenstrual phase, one has entirely endorsed 
the remarks of James Young,’ who referred to the cervix as being 
the main cause of backache in women, Vaginal examination gives 
evidence supporting this. As Young says: ‘‘Mobility is commonly 
restricted, and in those cases in which pain is present any attempt 
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to displace the cervix at once provokes the symptom in the location 
in which it has been complained of by the patient.’’ 

The effect caused by a diseased cervix is similar to that caused 
by the tonsils; in fact, Sturmdorff referred in such terms to the 
cervix. Proportionally it would seem that there is more fre- 
quently infection of the cervix than of the tonsils. Fletcher Shaw’ 
is so much impressed with the cervical menace thai, like his 
Manchester colleagues, he prefers to remove the cervix in his 
treatment of prolapsus uteri. The necessity for surgical inter- 
vention is not always present, but each case must be considered 
as a separate entity. 

It remains to be demonstrated that many conditions termed 
leucorrhoea, especially in nulliparee, are much more than excessive 
activity of the endocervical glandular tissue, but if this be the 


case then it is questionable whether treatment of the condition 
is necessary. 


The two types of cervicitis which require active attention are :— 


(a) Gonococcal cervicitis. 

(b) Post-parturient conditions in which erosion has occurred, 
or in which lacerations have provided a site for in- 
fection, and chronic cervicitis has developed. 


As an example of cervicitis initiated by gonorrhoea, the condition 
caused by the gonococcus is per se short lived, but a secondary 
infection invariably supervenes, and in dealing with these cases 
the mixed infection is that which must be treated. 

Simple erosion of the post-parturient type is the result of 
mechanical trauma, and this causes a denudation of the squamous 
epithelium of the portio vaginalis. This abraded area is quickly 
covered by downgrowth of the columnar epithelium from the 
endocervix, and so the portio vaginalis becomes partly covered by 
adenomatous tissue. This tissue, which secretes freely, is not 
resistant to infection, and so by coitus or other means it becomes 
infected sooner or later. In premenstrual conditions it becomes 
congested and bleeds very rapidly. The cervix becomes bulky and 
spongy on the peripheral areas, but the infection causes round-celled 
infiltration of the deeper tissues, and this is followed by a laying 
down of fibrous tissue. After a time the slow-growing squamous 
epithelium grows over the glandular erosion and the secreting 
membrane, and infective organisms are retained beneath the 
squamous epithelium, but as these retained cells continue to 
secrete they produce little cysts in the cervical tissue, and these 
are the ovula Nabothi. 





Cervicitis and Its End Results 835 


The lacerated type of cervix is invariably infected, and the 
amount of discharge varies from that producing an almost 
unnoticeable stain to a rather copious discharge which distresses 
the patient, and may cause general symptoms which vary from 
joint involvement to neurasthenia. This type of cervix, moreover, 
should be regarded as precancerous or of a carcinogenetic type. 
Robert Fowler* has rightly stressed this point. Local conditions 
frequently result from either of the foregoing types of cervicitis, 
and these may involve dysmenorrhcea, painful micturition and 
dyschzezia. 

Young mentions the effect upon menstruation, which he regards 
as of general endocrine upset, and especially does he apply this 
to the pituitary gland. It would appear, however, that there is no 
need to look to the pituitary gland as a cause for the menstrual 
upset, although it is realized that the anterior lobe has a definite 
effect upon the ripening of the ovarian follicles (Ascheim and 
Zondek®). There is, almost without exception, some metritis, and 
the endometrium is hypertrophied, as a general rule, in these cases, 
but the endometrium (as Adler has said) is replaced monthly. 
It is found that in this type of cervical infection there is general 
pelvic congestion, and that the effect upon the ovaries is to 
accelerate follicular maturation and to increase the follicular and 
luteal hormones. 

These hormones, acting upon the already congested uterus, 
produce an increased endometrial luxuriance, and thus the 
menstrual cycle is reduced in time and the menstrual flow increased 
in amount, It appears rather unnecessary to attribute the dis- 
turbances to the involvement of the ovaries through the sympathetic 
system.” 

TREATMENT OF CERVICITIS. 

The acute phase is best treated by rest, building up resistance, 
and douching the vaginal cavity with a weak solution of potassium 
permanganate, and, incidentally, one finds that most women 
perform this treatment by crouching over a lavatory pan so that 
the vaginal vault receives little or none of the injected fluid. To 
overcome this the patient must either lie down with the hips 
elevated, or stand in a bath or tub and flex the trunk on the thighs 
so that the shoulders are lower than the pelvis, thereby causing 
a ballooning of the vault, as in Sims’s position, or the knee-chest 
position. Tio overcome the troublesome overflow for those who 
prefer to douche in the dorsal position, a suitable syringe has been 
devised (Fig. 1), made of vulcanite and shaped like a truncated 
cone. The tube conveying the fluid passes through the centre of 
the cone, which is closed at its base with the exception of the 
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overflow outlet. The truncated end has small holes at the periphery 
through which the fluid drains back into the cone and thence by 
the opening at the base. 


CHRONIC CERVICITIS. 


When the condition is of gonococcal origin the cervix is treated 
with topical applications of two per cent acriflavine, and the dia- 
thermy method of Cumberbatch and Robertson® is used. In many 
cases, however, topical applications are futile, as they act only 
upon the surface tissue. It has been demonstrated by many workers, 
from Wertheim on, that the infecting organisms, especially 
gonococci, invade the sub-epithelial tissue. The infecting organ- 
isms or their toxins then invade the lymphatics, especially those 
of the uterosacral ligaments, and increase the severity of the 
symptoms. These are cases in which sub-epithelial injection 
of 0.5 per cent acriflavine, or three per cent mercurochrome 
(Matters’), are of great value. 


Fie, I. 
VAGINA BALLOONED BY SPECIAL DOUCHING CONE, 





Fic, II. 
RADIAL LINEAR COAGULATION BY DIATHERMY. 
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When the condition is one of simple erosion, or when the deeper 
infection has been improved, then the endocervix and portio 
vaginalis may be treated by electro-coagulation. The cervix and 
cervical canal are swabbed out with weak liquor potassz to remove 
the mucus, and then a swab soaked with Ryall’s cocaine solution 
is applied to the endocervix and portio vaginalis. General anzs- 
thesia is unnecessary ; in fact, the treatment is ambulatory. With 
the patient in the lithotomy position the canal may be cauterized 
with an electro-cautery ;’ or, better, electro-coagulation by dia- 
thermy* ’ destroys some of the endocervical columnar epithelium, 
which becomes replaced by fibrous tissue. The cervix from the 
external os is cauterized radially (Fig. Il), and this soon becomes 
overgrown with squamous epithelium. 

The vagina requires to be douched after this treatment, and it 
would seem that hypertonic saline combined with normal sodium 
bicarbonate solution offers the best results. 

Electro-coagulation is performed by diathermy. and preferably 
by the bipolar method. A belt of limpet metal is used as one 
electrode, while the active electrode is a needle-like electrode upon 
a vulcanite handle. Three or four radial striations may be made, 
and subsequently the intervals between these may be coagulated. 
The results have been excellent and many patients have completely 
lost their previous symptoms as the result of this treatment. 
Sometimes the coagulation, especially from the endocervix, 
separates and causes much bleeding. This bleeding may be 
stopped by swabbing: the part and then desiccating with a mono- 
polar (Oudin) current. 

Cases of lacerations after childbirth with discharge may also 
be improved or even cured by means of electro-coagulation. Has 
it not been frequently stated that many torn cervices are possibly 
precancerous? It has certainly been proved so in cases which 
have come under our notice. A previous publication’ drew 
attention to a new method of treatment. Such cervices have been 
treated by us as being possibly premalignant, and this method 
of treatment has been supported by Fowler of Melbourne.* The 
method used is that of inserting a halo of radium needles round the 
periphery of the cervix, giving between 400 and 600 milligram 
hours, and the few cervices so treated have given most gratifying 
results. Because of these results, and because of the apparent 
carcinogenic tendencies of the cervix, it is suggested that this 
method might with advantage be given a trial by gynecologists 
generally; a statistical analysis of the cases thus treated would 
soon establish whether or not a step had been made towards 
the reduction of cervical malignant growths. 
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Primary Papillary Carcinoma of the Fallopian Tubes. 


By N. Gupta, M.B., M.R.C.P. (Edin.), D.T.M. and H. (Lond.), 
D.P.H. (Camb.), 


From the Department of Pathology, Medical College, Calcutta. 


NEw growths of the Fallopian tubes are rare. Doran, in 1879, 
first described a benign papilloma of the Fallopian tube as ‘‘an 
exuberant morbid growth within the !umen of the tube’’; Orth- 
mann, in 1888, reported the first authentic case of primary carci- 
noma of the Fallopian tube. Lockyer, in 1917, collected 137 cases, 
and Watkins and Wilson, in 1930, found reports of over 200 cases 
of primary carcinoma of the Fallopian tube in the literature. 

Carcinoma of the Fallopian tube is either primary or second- 
ary; the latter generally occurs in connexion with cancer of the 
ovary or of the uterus, Primary carcinoma always arises from the 
mucous membrane of the Fallopian tube. Earlier writers regarded 
inflammation as the chief causal factor. To support this, they 
associated the relative frequency of sterility, history of gonorrhoea, 
miscarriage, and abortion in these cases. Primary cancer may 
result from degeneration of a benign papilloma (Doran) or it may 
arise independently. It has been found developing in a tubercu- 
lous Fallopian tube (rare), The theory of an embryonic relic is 
not now supported. 

It is more frequent at or a few years after the menopause, 
parous women being more subject to cancer of the Fallopian tube 
than nulliparous women. 

The macroscopical appearance is that of an inflamed Fallopian 
tube. It has the shape of a sausage, retort or a tobacco pipe. It may 
appear as a hydrosalpinx. The size of the tumour is very variable, 
depending upon the growth and the amount of fluid which 
accompanies it and assists in distending it. On section, numerous 
soft, spongy, vascular proliferating papillz are seen protruding 
into the lumen of the Fallopian tube, occupying the outer two 
thirds of it, bathed in a thin, watery, mucoid fluid. The wall of 
the Fallopian tube is generally thickened, but occasionally it 1s 
thin; especially when associated with tubo-ovarian cysts. One or 
both orifices of the Fallopian tube may be closed. Bilateral 
affection is found in about one third of the cases recorded. 
Microscopically, it is differentiated into two types: (1) Papillary, 


G 
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(2) Papillary-alveolar, some believing the latter type to develop 
from the former by the fusion of the adjacent papillary folds. It 
is characterized by papillary hyperplasia of the tubal mucosa with 
active proliferation and metaplasia of the epithelial investment of 
the papillae and invasion of the Fallopian tube wall by epithelial 
new growths. The epithelial cells vary in size; shape, and staining 
reactions. Areas of necrosis and cystic collections of fluid are 
commonly met with. 

As regards signs and symptoms, there is nothing characteris- 
tic. Menstrual disorders, such as menorrhagia, metrorrhagia, and 
dysmenorrhoea, have all been noticed. Pain, generally confined to 
the hypogastrium or to one of the lower quadrants, may be dull 
or severe, constant or intermittent. A watery blood-stained dis- 
charge, continuous or intermittent in type, profuse or scanty, is 
the most. characteristic sign. Sometimes, accompanying the 
intermittent type of discharge, there is a diminution in size of 
the tumour and disappearance of cramp-like pains resembling 
hydrops tubz profluens. Ascites, either due to secondary 
deposits in the peritoneum or escape of irritant fluid through 
the patent abdominal ostium, has been noted in a few advanced 
cases. Loss of weight, general weakness, gastro-intestinal symp- 
toms, and urinary disturbances are not uncommon during the later 
stages of the disease. 


Report of case. 


Mrs. L., Hindu, aged 4o years, was admitted to the Eden Hospital, 
January 7, 1930, complaining of pain in the lower abdomen, which had no 
relation to food. The family history did not reveal anything particular. 
Patient had had no severe illness or operations. She had had no children, 
no miscarriage or abortion. 

The menstrual cycle, always normal, lasted three days. The last 
menstruation occurred a month before admission to hospital. 

The patient had observed a tumour growing in the right of the lower 
abdomen for the last two years. She complained of a mild, dull aching 
pain in the right side of the lower abdomen, which for the last 10 days 
had been very severe. She had had fever and vomiting and no movement 
of the bowels for the last seven days. Her appetite had been poor and 
she thought that she was losing weight. 

Physical examination disclosed a slightly mobile tumour with a definite 
fluid thrill in the right iliac fossa. The tumour pushed the uterus far back 
towards the rectum. It reached as high as the umbilicus and was causing 
obstructive symptoms. A provisional diagnosis of tubo-ovarian cyst was 
made. 

Col. Green-Armytage, on January 10, opened the abdomen by a longi- 
tudinal incision. There was not any free fluid in the abdomen; the right 
Fallopian tube, which assumed the appearance of a big-sized retort, was 
enlarged in its distal half and was lying across the right ovary. The right 
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ovary was enlarged to the size of a watermelon. The. cystic tumour was 
slightly adherent to coils of intestine, which were easily separated from 
the posterior parietal peritoneum. The cyst ruptured on manipulation 
and three pints of chocolate-coloured fluid were released. The uterus and 
left ‘adnexa appeared normal. The right adnexa, including the previously 
mentioned cyst, were removed. The Fallopian tube was opened and 
a papillomatous growth was revealed, of firm consistence, at the outer 
third of the Fallopian tube, which had the appearance of a benign 
papilloma. The fimbriated extremity slipped into the ovary, which was 
a benign unilocular cyst. Pelvic lymph nodes were not felt. The patient 
was: discharged in an excellent condition on the 31st January, 1930, and 
has not been seen since her discharge from the hospital. 


Pathology. 


The uterus and left Fallopian tube were left in situ, as they appeared 
normal. The whole of the right Fallopian tube was enlarged to a massive 
dimension, measuring 12 inches in its greatest, and six inches in its least 
circumference. The fimbriated extremity of the right Fallopian tube was 
closed and slipped into the cavity of the cystic ovary. The serosa of the 
Fallopian tube was pale yellowish and roughened with areas of papillo- 
matous growth all over the surface ; the wall was much thickened, and the 
entire lumen at its distal third was occupied by a papillomatous growth 
of firm consistence. Section of the right ovary released a quantity of 
chocolate-coloured fluid, and the lining membrane was smooth and 
glistening. -Sections-from the tubal wall which enclosed the growth 
revealed areas of chalky deposit on it. 

Histological sections showed multiple layers of epithelial cells. The 
tumour cells growing from the mucous layer are low columnar or cuboidal 
in type, and the nuclei are irregular in size, shape and staining reactions. 
Several mitotic figures are seen. The masses of cells, packed within large 
alveolar spaces, infiltrate the wall. The central portion of the Fallopian 
tube is composed of papillary chains of cells, and in some areas the cells 
have lost their original pattern and are composed of closely packed layers 
of spheroidal cells with well-shaped nuclei. 


Diagnosis :—A papillary carcinoma of the Fallopian tube. 
The wall of the right ovary:consists of fibrous tissue only, with a low 


cuboidal epithelial lining; no evidence of malignancy is detectable. It is 
a benign unilocular ovarian cyst. 


Comment. 


1. Neoplasms of the Fallopian tube are rare, and of these carci- 
noma is the most rare. During the last 12 years more than 6,000 
gynecological specimens have been received’ in this department 
from the Eden Hospital, and, of these, only one case of malignant 
papilloma of the Fallopian tube was encountered. 


2.. The rarity of neoplasms in the Fallopian tubes seems to 
point to a comparative immunity of these structures to autonomous 
growth, notwithstanding the irritation to which they are so much 
exposed. 
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3. The cause, as in cancer in general, is not known, though 
many advocate inflammation as a causal factor. Salpingitis is 
very common in gynecological practice, but the rarity of malig- 
nant affection is such that inflammation as the chief ztiological 
factor is hardly tenable. 

4. In my case the malignant Fallopian tube was associated 
with an ovarian cyst on the same side, the cyst being a simple 
unilocular one. 

5. There are no characteristic physical signs or symptoms; 
pain is very common but not an invariable symptom, The signs 
and symptoms are similar to those of salpingitis. 

6. Diagnosis of simple from malignant papilloma and from 
adeno-carcinoma cannot be made by clinical means, in the absence 
of evidence of metastases. The gross specimen resembles a 
chronic salpingitis. The Fallopian tube appears as a hydrosal- 
pinx, a tubo-ovarian cyst or a pyosalpinx. On opening the 
Fallopian tube a papillomatous growth is often noted. 

7. There is hardly any difference in gross appearance between 
a benign papilloma and a papillomatous carcinoma. It is 
in histological sections that the true nature of the growth is 
revealed. 

8. It is advisable to open Fallopian tubes, which are re- 
moved by operation, in the theatre and to look for any growth in 
them. In view of its presence, the whole uterus with its adnexa 
should be removed. 


My thanks are due to Dr. P. Das, M.B., who worked with me 
as assistant clinical pathologist. I express my indebtedness to 
Col. V. B. Green Armytage, M.D., F.R.C.P., I.M.S., Professor 
of Obstetrics and Gynecology and surgeon of the case, and to 
Major G. Shanks, M.D., I.M.S., Professor of Pathology, Medical 
College, for giving me every facility in the work. 
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Fic, No. 1—Gross specimen of the right Fallopian tube and ovary. 


Distal half of the Fallopian tube opened, revealing papillomatous 
growth occupying the entire lumen, The proximal half was patent and 
closed with a knot in the figure, the lumen of this portion being studded 

with small papillomatous growths. 
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Fic. No. 3-—(Lower power view). 


Section through the tumour wall showing the papillary pattern of the 
proliferating mucous folds. Tumour cells are shown arising from the 
mucous folds by hyperplasia of the epithelium covering them. 





Fic. No. 4—(High power view). 


Section through the tumour wall showing the alveolar spaces packed 
with masses of epithelial cells. The original pattern is lost and composed 
of spheroidal cells. Mitotic figures are seen. 





Carcinoma of the Fallopian Tubes 843 


6. Norris, C. C. “‘Primary carcinoma of the Fallopian tubes, and the report 
of a case.”? Surg., Gynecol. and Obstet., 1909, viii, 272. 

7. Spencer, H. R. ‘‘Three cases of primary carcinoma of the Fallopian 
tube.’”? Journ. Obstet, and Gynecol, Brit. Emp., 1910, xvii, 30. 

8. Watkins and Wilson. ‘Primary carcinoma of the Fallopian tubes.” 
Surg., Gynecol. and Obstet., July, 1930, Anniversary Number, 125. 

9. Wechsler, H. F. ‘Primary carcinoma of the Fallopian tubes. ” Arch. 
Path. and Lab. Med., 1925, ii, 161-205. 


Fic. No. 1. Gross specimen of the right Fallopian tube and ovary. 


Distal half of the Fallopian tube opened, revealing the papillomatous 
growth occupying the entire iumen. The proximal half was patent and 
is closed with a knot in the figure, the lumen of this portion being 
studded with small papillomatous growths. 


Fic. No. 2. (Magnified 14 times.) 


Section through the tumour wall showing the papillary masses of pro- 
liferating mucous folds. The wall of the Fallopian tube invaded with 
masses of tumour cells. 


Fic. No. 3. (Low power view.) Photomicrograph. 


Section through the tumour wall showing the papillary pattern of the 
proliferating mucous folds. Tumour cells are shown arising from the 
mucous folds by hyperplasia of the epithelium covering them. 


Fic. No. 4. (High power view.) Photomicrograph. 
Section through the tumour wall showing the alveolar spaces packed 


with masses of epithelial cells. The original pattern is lost and composed 
oi spheroidal cells. Mitotic figures are seen. 





A Modification of the Fothergill Operation for Prolapse. 


By ALFRED GouGu, Ch.M. (Leeds), F.R.C.S. (Eng.), F.C.O.G. 
Surgeon to the Hospital for Women, Leeds. 


THE operation described by Fothergill’ is practised by a large 
proportion of British gynecologists. It has proved so satisfactory 
that any suggested modification may lay one. open to the charge of 
attempting to paint the lily or gild refined gold. I have performed 
the classical operation three hundred times, and very few patients 
indeed have not been completely satisfied with the result. The 
method is perfectly adequate in the great majority of. cases of 
uterine prolapse—at least 95 per cent. 

But there has been a small minority in which the result has not 
been altogether convincing. I refer to those cases of procidentia in 
which the whole uterus comes outside the vulva, the fundus being 
covered by the posterior wall of the vagina (prolapse of the third 
degree). Sometimes the pouch of Douglas contains a loop of 
intestine (vaginal enterocoele). After the usual operation there is 
apt to be a-redundancy of tissue in the region of the posterior 
vaginal fornix, and this may possibly give rise to uncomfortable 
sensations, or may even serve as the starting point of a fresh pro- 
lapse. I notice that Fletcher Shaw’ has come to a similar conclusion. 
In a recent paper he says: “‘If the incision in the posterior wall 
is not commenced sufficiently high, the posterior fornix will remain 
patulous and the patient may return complaining of ‘bearing-down,’ 
when in reality it is simply that a piece of redundant wall in the 
posterior fornix has prolapsed over the posterior incision.’”’ I 
believe that in some of these cases the posterior incision does not 
extend sufficiently high unless it becomes continuous with that 
surrounding the cervix, 

In the modified operation I am about to describe, there is 
removed a continuous piece of tissue, which includes the anterior 
vaginal wall, the cervix and the posterior vaginal wall; the maxi- 
mum breadth being at ‘the site of the greatest redundancy, i.e. 
the posterior fornix.) The illustrations show clearly the parts 
removed by the original and by the modified method. At the close 
of the operation there is a single suture line, which starts just 
behind the urethral orifice, runs up to the vaginal vault, and then 
comes down the posterior vaginal wall to the perineum. This 
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These figures show the parts removed in the original and modified 
operations. The position of the first stitches is shown by the asterisks. 
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method is not in any way related to Le Fort’s operation, which 
aims at the formation of a longitudinal column dividing the vagina 
into two compartments. 

The operation is performed in the following way. In the early 
Stages it is identical with Fothergill’s ordinary operation as 
regards the preparation of the patient, cleansing of the vagina and 
dilatation of the cervix. Also, the first three clips are applied in 
the same positions, the first (A in figure) half an inch behind the 
urethral orifice, and two more (B and C) in the lateral fornices 
opposite: the external os. Posteriorly, instead of one median clip, 
two (D and E) are placed the same distance apart as B and C and 
about an inch and a half behind them. The stripping down of the 
anterior vagina] wall and the amputation of the cervix proceed in 
the usual way. The loosened parts may be allowed to hang down, 
being supported by the posterior wall along the line D-E. Alterna- 
tively they may be removed by severance along that line. It makes 
no difference whether the pouch of Douglas is opened or not. At 
this stage a number of bleeding points (vaginal branches of the 
uterine arteries) need to be ligatured. 

Suturing is commenced by placing two Sturmdorf or Bonney 
stitches of No. 3 catgut, one on each side between B and D and 
between C and E. In this way the cut edge of the vagina on each 
side is fixed in the cervical canal. It is of the highest importance 
that these first stitches should be properly placed, for then the rest 
of the suturing does not present any difficulty. The anterior 
vaginal wall is reconstituted by a series of interrupted sutures, 
Starting just in front of the cervix and advancing from behind 
forwards. The needle takes a good hold of the paravaginal fibro- 
muscular tissue as well as the vaginal wall. 

Now the posterior vaginal wall only remains to be dealt with. 
This part of the operation is simply a posterior colporrhaphy carried 
out from above downwards by Donald’s* method. Successive pairs 
of clips are applied at lower and lower levels, and the area of 
vaginal wall so marked out is stripped down until the perineum 
is reached. The posterior vaginal wall is built up with inter- 
rupted sutures, the first being inserted just behind the cervix, and 
the others progressively lower and lower. Several buried sutures 
are placed to bring together the levatores ani. 


CONCLUSION. 


It will be seen that this method does not present any difficulty 
to those accustomed to the performance of plastic operations on 
the vagina. It takes up scarcely any more of the surgeon’s time, 
and there is no increased risk to the patient. It must be clearly 
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understood that the method is advocated for a few special cases 
only, and in these cases it appears to give a more nearly perfect 
result. 

In this operation the whole of the posterior fornix is removed 
and there is, therefore, some shortening of the vagina. This is of 
no importance in the usual elderly patient, but in younger women 
the method should be used with caution. 
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Hydramnios—A Theory and an Argument. 


By James R. GoopaLL, O.B.E., B.A., M.D., C.M., D.Sc. 


Clinical Professor of Obstetrics and Gynecology, McGill 
University, Montreal. 


THE ‘THEORY. 
ETIOLOGICALLY the great majority of—if not all—the cases ot 
hydramnios fall into two groups :— 
1. Those due to infection of the amniotic sac (maternal in 
origin). 
2. Those due to faulty renal and cardiac development, or 
acquired placental venous obstruction (foetal in origin). 


THE ARGUMENT. 

Hydramnios is a fairly common complication of pregnancy. 
Apart from its interest in producing complications in pregnancy 
and labour, it has the unpleasant possibility, even probability, of 
being associated with certain well-defined foetal abnormalities. 
This association is so common as to be beyond all possibility of 
explanation by chance or accident. So well defined and common 
are these deformities that every obstetrician gives a guarded 
prognosis of the child’s condition. The common deformities of 
hydramnios are hydrocephaly, meningoccele with spina bifida, and 
anencephaly. 

Why should these conform to a type, and why so commonly 
associated with hydramnios? If they cannot be explained upon 
the basis of accidental association, then they must operate as 
cause and effect, or they must arise from a common agency. 

They probably do arise fron. a common agency, and it is 
probably a low-grade, chronic, attenuated infection of the 
amniotic sac. 

Let us analyse more closely. A close examination of the 
products of early abortion over a period of two years revealed the 
interesting fact that, in over one-third of the cases, there existed 
foetal deformities of a grave nature. In 20 per cent of these there 
were easily recognizable signs of amniotic infection, character- 
ized by adhesions or exudates between contiguous foetal parts, 
such as between fingers, toes, flexed coapted surfaces, and eye- 
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lids. In some cases these abnormalities were apparent to the 
naked eye; in others they were detectable only with a magnifying 
glass. That the infection existed before foetal death was easy to 
establish. 

From ‘this analysis one can state, with every assurance, that 
infection of the amniotic sac is a fairly common occurrence and a 
common antecedent complication of early abortion. That there 
were exudate and adhesions and subsequent death presupposes a 
moderately active infection. Invasion of the amniotic sac by a 
low-grade attenuated infection produces quite another train of 
symptoms. A short digression in bacterial pathology is advan- 
tageous to make clear certain morbid changes. 

A chronic low-grade infection implanted upon a mucous 
surface produces either deranged function (hyperfunction) or 
deranged growth (hyperplasia), or both. We have but to cite the 
changes incident to a chronic endocervicitis to make this clear. 
The resultants are hyperfunction, as expressed in leucorrhoea, or 
hyperplasia, as expressed in polypi, ectropion, or all of them 
combined. When, on the other hand, we are dealing with a 
serous surface the microbic irritation expresses itself almost 
wholly in hyperfunction (hydrops), rarely in hyperplasia. 

One has but to cite effusion in pleurisy, ascites in chronic 
peritonitis, and articular collections in arthritis. It is rare that 
we see hyperplastic changes in these surfaces, and when present 
they are of minor importance. 

With this knowledge let us examine amniotic infection. It 
conforms in évery way to an attenuated infection of a serous 
surface. In fact the amnion is a serous surface, fulfilling the 
same function as the pleura and peritoneum in removing friction. 
Microbic stimulation of its delicate lining produces hyperfunction. 
We need not worry whether this excessive fluid is due to arrest 
of absorption or over-production. These same questions are still 
unanswered in pleuritic effusion, and do not cause the internist 
undue anxiety. 

The great advantage of the infection theory is that it offers a 
ready explanation of the foetal deformity so commonly associated 
with hydramnios. These are, as we have seen, hydrocephaly, 
meningoccele, and anencephaly. In. many instances’ normal 
healthy children are born. Later a small percentage of these 
develop hydrocephaly. The explanation will be very simple. 

The whole question revolves about the time of the amniotic 
invasion in relation to the closure of the neural canal in the foetus: 

At one time in foetal life the neural canal is open from end to 
end. It is ectodermic in origin and is continuous with the 
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ectoderm covering the child and, over the umbilical cord, con- 
tinuous with the amniotic inner surface. The amniotic fluid, 
while the neural canal is still patent, has access to all the chambers 
of the brain and submeningeal spaces. It therefore follows that 
any irritating infection of the amniotic sac will have access to, 
and may operate upon, the brain cavities; and so the irritation, 
which results in hydramnios with its increased intra-amniotic 
pressure, inay find a corresponding expression in a_hyper- 
secretion of the ventricular linings and the arachnoid spaces. 
Having stated these facts it remains but to add, that if the in- 
fection invades the amniotic sac only after the neural canal is 
closed a healthy child will be born in spite of the hydramnios. 
On the other hand, if the amniotic infection takes place just before 
the neural canal is closed the resultant will be hydrocephaly only. 
These infections are so attenuated that a long incubation must 
intervene between its implantation and its clinically perceptible 
hypertension. Should infection invade the neural canal some 
considerable time before its closure the result will most likely be 
a-spina bifida and meningoccele associated, as they usually are, 
with hydrocephaly. The spina bifida is caused by the meningo- 
ccele bulging between the bones and preventing their closing—it 
isa pressure prevention. ‘The last parts of the spinal arches to 
close are those of the upper cervical region and the lower lumbar, 
and they close in that order. Hence the preponderance in 
frequency of lumbo-sacral over cervical spina bifida. 

Lastly, should the infection invade the amniotic cavity early 
in foetal life, before the cerebral cells are formed, inhibition of 
growth resulting in anencephaly will be the result. 

The occasional association of hydramnios with other forms. of 
foetal monstrosities is readily explained upon the penetration of 
the infection into early foetal development, even before the 
neural canal stage of development. 

Occasionally a foetal ventricular infection remains dormant 
throughout foetal life, but becomes active in the first months after 
birth, owing to the cerebral vascular extravasations and trauma 
of labour. The same applies to the amniotic cavity. An infection 
may remain dormant, but may take on activity in favouring 
circumstances. 

All the foregoing statements fit in with clinical facts. Cases 
of acute hydramnios, coming on late in the pregnant state, rarely 
affect the child in foetal life or subsequently. 

The cases of hydramnios that do not fall into the above 
category are those associated with foetal vascular deformity or 
disease and foetal renal disease. In cases of foetal vascular 
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deformity, or acquired vascular disease, the resultant hydramnios 
is due to a back pressure and transudation from the placenta. 
This occurs in certain foetal cardiac deformities and in cases of 
obstruction of the umbilical venous return flow from the placenta. 
An analogy of this transudate would be found in the develop- 
ment of hydrothcrax and hydropericardium in cases of loss of 
cardiac compensation in adults. The cause of hydramnios in 
cystic disease of the foetus‘ is not so well understood, though 
there is, undoubtedly, a direct causal relation. It is more than 
probable that it is toxic in origin. 

Is there any laboratory evidence to confirm these hypotheses ? 

A little thought upon the subject will reveal the following 
facts. Material for examination is fairly abundant. Fluid taken 
from the ventricular ‘cavities may be obtained sterile for culture 
by ventricular paracentesis. But it is quite evident to the 
laboratorian that organisms so attenuated are highly specific 
and probably impossible of culture except on media closely 
similar to that upon which they usually thrive. 

Having cultured an organism it would be impossible to fulfil 
Koch’s postulates, owing to the impossibility of experimenting 
with human infants, to prove its specificity. Attempts might be 
made to produce intraventricular hypertension by injecting the 
fluid from a case of hydrocephaly. ; 

Cultural attempts were made in three cases without results. 
That was not disappointing, for it was fully anticipated. 

It is doubtful whether the theory will ever pass into proven 
truths, but the theory suffices to explain a train of pathological 
states heretofore inexplicable, and establishes a cause for 
well-known fixed results. Until it is proved or until a better 
theory is found it will serve a very useful didactic purpose. 
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Rupture of the Uterus After Classical Cesarean Section. 


By R. E. Tottrenuam, M.D., F.R.C.P.I., F.C.O.G. 


Professor of Midwifery and Diseases of Women, Hong Kong 
University. 


T. T., aged 22, 2-para, height 4{t. gin. The first pregnancy 
ended by a trial of labour, followed by classical Cesarean 
section. The wound was closed by interrupted silk sutures, 
followed by continuous catgut. ‘The child was alive and weighed 
six pounds. On the second day of the puerperium the patient 
developed acute pneumonia accompanied by severe diarrhoea. 
The abdominal wound broke down on the sixth day, with slight 
suppuration. At the end of the second week there was a change 
in the patient’s condition, and her blood on examination was 
proved to be positive for para-typhoid A. She was disharged at 
the tenth week. 


One year later the patient again became pregnant, and was 
advised to attend the hospital regularly for observation. The last 
occasion on which she visited the clinic was when she was about 
35 weeks pregnant. She was advised to report at regular 
intervals, and to come into hospital at once should labour start. 


Labour started about midnight, approximately three weeks 
before full time, and the patient was unable to get any convey- 
ance to take her to hospital. She was eventually admitted at 
8.45 the next morning, and gave a history of strong pains 
throughout the night, which became violent between 6 a.m. and 
7a.m., after which they gradually ceased. The patient walked 
up a steep incline from the tram to the hospital, a distance of 
about a quarter of a mile. 


On admission the pulse-rate was 80, temperature 98, and there 
was acute abdominal pain. . The patient looked a little drawn, 
but was otherwise in good condition, and until the abdomen was 
palpated no one had any idea that the uterus was ruptured. The 
foetus was lying transversely. On opening the abdomen the 
foetus was found to be inside the peritoneum, but still enclosed 
in its bag of membranes. The placenta was partly adherent 
to the uterus in the vicinity of the rupture, which was at the site 
of the old Cesarean section scar. There was comparatively little 
bleeding. The edges of the rupture were brought together with 
catgut sutures, and the patient was sterilized, She made a good 
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recovery, and was discharged on the 17th day. Her weight was 
76 -pounds. 


CONCLUSIONS. 


1. The attack of pneumonia following the first operation 
probably resulted in weakness of the uterine scar. 


2. The history suggests that the rupture occurred about 
7 a.m., and that the patient walked to hospital with a ruptured 
uterus. 


3. The situation of the placenta (in relation to the scar) 
further favoured the occurrence of rupture. The patient was 
eight or nine hours in labour—hardly long enough for a rupture 
to have occurred in a normal uterus, but a dangerous time when 
the uterus was the site of an old scar; particularly when there is 
reason to suppose that the scare was not strong. 


4. There was comparatively slight shock, and little haemor- 
rhage; the scar being situated on the anterior wall of the uterus. 
This suggests that if a rupture were to occur after a lower 
segment Czsarean section the patient would have a _ better 
chance of recovery if the incision had been made vertically in the 
middle line, rather than elliptically from side to side. Rupture 
occurring at the site of an elliptical incision would be very likely 
to extend outwards into the broad ligament, and involve the 
uterine vessels. 


I have to thank my assistant, Dr. Pillai, for kindly taking 
notes of the case. 





BOOK REVIEWS. 


“Thou Shalt not Kill,” by G. CLEMENT, M.D., Chief Surgeon at the 
_Cantonal Hospital, Fribourg. Authorized translation from the 4th 
French Edition. Edinburgh: E. and S. Livingstone. Pp. 152. 
Price 6/-. 

THOSE of us who view with grave misgiving the crumbling away of former 

ethical standards regarding the induction of abortion would welcome a 

well-argued and impartial discussion of the present position and its future 

possibilities. Hence this book, in spite of its sensational title, has had 
our careful consideration. Though published in this country, the back 
of its title-page contains the legend: ‘‘Made in the United States of 

America,’ and the spelling and sundry phrases in its text point to the 

like origin of its translator, whose name is not given. 

Dr. Clement begins by controverting the idea that a woman is mistress 
of her own body and has the right of disposing as she wills of ‘“‘the red- 
packet” in the womb, and goes on to emphasize what all with a biological 
training will accept, that, from the moment of conception, a new organism 
is formed with an individuality of its own and differing in chromosome- 
constitution from that of both its parents. For it he claims the same 
rights as the infant with a separate existence, but he does not attack the 
practical problem of how women, educated or ignorant, and their men- 
folk: likewise, can be made to regard the zygote, or early embryo, as an 
autochthonous human being or potential man, particularly when its 
presence conflicts with their personal interests. He fails to appreciate the 
nature of and the conditions underlying the world-wide change in mass- 
psychology regarding reproduction that has come about and must be 
reckoned with, or the fresh difficulties it has brought with it. Nevertheless 
he sets out valiantly to push back this Atlantic tide with a mop of ragged 
arguments selected from medical literature, but without any attempt at 
discrimination. All forms of intervention in pregnancy, save by: the 
Czesarean section operation at or near term, come alike under his ban, 
and in support he brings up personal views, recorded cases and suggested 
forms of treatment which might avoid interference with pregnancy, but 
without effort to appraise their relative merits. Even when he has a strong 
case, as in the vomiting of pregnancy, he spoils it for those with clinical 
experience by quoting strange and untested treatments of a fanciful type, 
such as injections of extracts of corpus luteum, vibratory massage of the 
coeliac plexus, cold baths and injection of air (what this means is unex- 
plained), many of them suggestive rather of abortifacient than 
conservative measures. Again, some one is quoted as stating that kidney 
troubles are very rare in pregnancy, and others who regard nephritis’ as 
yielding to rest, a milk diet and bleeding, and so certain are these treat- 
ments that no place is left for possible failure. While the right to 
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terminate pregnancy is denied in such cases, on the ground that it is 
~ needless, no mention is made of the large proportion of cases in which 
death of the embryo and abortion occur as the result of progressive disease 
in the mother. 

As a final instance of the writer’s rigid dogmatism his advice on ectopic 
pregnancy may be quoted: ‘‘armed expectation’’ is advocated, provided 
the ectopic sac, by its regular and normal increase, testifies to the vitality 
of the ovum, but with the proviso that immediate intervention must be 
made if rupture occurs. Even those with a strong aversion from making 
an easy virtue of the destruction of a normal pregnancy will be repelled 
by an outworn creed that would apply ‘‘Thou shalt not kill” to an 
abnormal pregnancy with a minimal chance of survival and deny its 
application to the mother who must be left to run the maximal risk and 
carry on in the fond hope that the expected disaster may not prove too 
much for last-minute surgery. It seems an impossible doctrine in these 
days when we are declaring that obstetrics is a branch of preventive 
medicine, John S. Fairbairn. 


‘Restoration Exercises for Women,”’ by Errrm A. HorNrIBROOK. London : 
Wm. Heinemann, Ltd. Pp. 106, Price 5/- net. 


THE lessening of the disabilities of child-bearing by physical exercises 
designed to restore the efficiency of the abdominal and pelvic floor muscu- 
lature is so important a duty for all in charge of maternity cases that we 
offer a hearty welcome to Mrs. Hornibrook’s book. It is well illustrated 
with line diagrams and the letter-press with them is, on the whole, simple, 
and should be readily followed by any woman of average intelligence. 
The rest of the reading matter, which can be absorbed in the course of 
an hour, is largely occupied in dilating on the horrors of constipation, 
according to the gospel of Arbuthnot Lane and his school, and its main 
thesis is their lessening by exercises for the abdominal muscles. A chapter 
is thrown in at the end on Diet in Constipation, so that the onus is not 
placed entirely on the abdominal wall; a short section on Posture in Evacu- 
ation, illustrated by two diagrams, is also inserted, to show how the natural 
posture can be adapted to civilized life. The gist of the latter may be 
summarized by stating that a small stool kept permanently in the lavatory 
will result in a large one in the pan. 

Walking exercises and dancing are regarded as ineffective for the pur- 
pose, because the abdominal muscles are not brought into them. Yet 
the exercises described are based on the dances of aboriginal races because 
they are predominantly trunk movements, whereas civilised dances are leg 
movements. ‘‘Whereas we dance with our feet, they dance with their whole 
bodies, and particularly with the abdominal and pelvic parts of the body.’ 
The exercises described here are designed. to be smooth and rhythmic in 
character rather than “physical jerks,’”? which ate of the barrack-square 
and spell loss of physical energy, because of sudden and unduly strong 
muscular contraction. They are well suited for their purpose and those 
specially designed to meet specific conditions and for adoption during 
pregnancy or after child-birth are so indicated. An old and well-tried 
friend appears under the title of ‘‘Pelvis Tilting,’’? but modified somewhat 
by a minimal raising of the buttocks. Also we wonder if the instruction 
“try to close up and pull up the muscles of the pelvic floor’ will be as 
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clear to the uninitiated as the more usual and more easily understood 
“Squeeze up hard as if trying to hold a motion.’’ Contraction of the 
adductors of the thigh resisted at the knee is a useful addition to this 
exercise, but it is not included in the description. Indeed resisted con- 
tractions do not find a place in this book, probably because they complicate 
the instructions. 

It is a pity that the constipation stunt has been so overdone, as it may 
make some hesitate about recommending an otherwise exceJlent and use- 
ful book to patients. Sexual frigidity and dyspareunia are said to arise 
from it, and the ridiculous statement is made that: ‘‘The base of the 
womb may actually rest upon the anterior wall of the rectum and thus 
cause obstruction, and accentuation of the constipated condition; hence 
painful sexual intercourse.’’ It would be more professional, too, were 
the invitations to correspond and seek appointments with the author 
omitted. In spite of these annoying blemishes the book is one well worth 
study by all engaged in midwifery practice, whether medical practitioners, 
midwives or maternity nurses, and we heartily commend it to their notice. 

John S. Fairbairn, 


“Diseases of Women,’ by H. S. Crossen, M.D., F.A.C.S., and R. 
J. Crossen, M.D., Seventh Edition, revised and enlarged. London : 
Henry Kimpton, 1930; pp. 1009, with 934 illustrations including two 
coloured plates, Price 50/- nett. 

H. S. CrossEen is well known to British gynecologists as the author of 

two considerable books which may be said to be complementary to each 

other. His ‘‘Operative Gynecology,’’ the fourth edition of which was 
reviewed in a recent number of this Journal, is confined to the operative 
aspect; whereas his ‘‘Diseases of Women’’ is, as stated in the preface, 

“‘devoted exclusively to the diagnosis and treatment of diseases of women 

as these diseases are met with in the office and at the bedside by the general 

practitioner. No space is given to other considerations except as necessary 
to bring the work to its highest usefulness on the lines indicated.” 

Although no space is taken up with detailed technical descriptions of 

imajor operations, much care is taken to set forth clearly the indications 

for operative treatment, the kind of operation indicated, what the operation 
is intended to accomplish, the pre-operative preparation of the patient and 
the after-care. 

The methods by which the author strives to attain his avowed object 
merit attention, In the first place the book is avery large one, and 
gynecology is a comparatively small branch, of medicine; it follows, 
therefore, that the particular aspect of the subject which the author 
presents to his readers is described in considerable detail. In the second 
place it is obvious that he has taken great pains in the arrangement of 
the text to present the subject as clearly and systematically as possible ; 
the arrangement of headings and sub-headings is commendable and an 
outstanding example to all who write textbooks. It is obvious, too, that 
each of the numerous illustrations has been chosen with care and with 
the one object of making clear the points under consideration. 

Chapter I, on ‘“‘The methods of gynzcological examination’? occupies 
no less than 131 pages and contains 185 illustrations. The criticism may 
be made here that objective description is sometimes carried to an extreme 


H 
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degree. But this is only part of the author’s method, namely, complete 
systematization of the examination with the object of attaining accuracy 
in diagnosis. Very little is left to the imagination. The steps in 
abdominal palpation are illustrated by a series of photographs of the 
examiner at work on the patient ; and the methods of vaginal examination 
are illustrated by a still larger series of photographs. The description of 
the sites of pain is not entrusted merely to the written word, but is 
illustrated by a set of photographs of a fully-dressed woman with her hand 
placed on the various sites, back and front, in which her pain may -be 
located. 

The gas-test for tubal patency is described in detail, with unstinted 
illustrations of apparatus, as also is the method of X-ray examination to 
visualize the uterine and tubal cavities after injection of iodinized oil. 
As is usual in American textbooks, investigation of the urinary tract is 
fully described. At the end of this chapter come 10 pages, profusely 
illustrated by photographs, on ‘‘Preparations for gynzecological examina- 
tion,’ in which exerything that is likely to secure the comfort of the 
patient is considered. The instruction, ‘‘in all steps of the examination 
and in all examinations and treatments, avoid exposing the patient any 
more than is necessary’? may be preaching to the converted but is by 
no means always obeyed; for the carelessness Showed by many doctors and 
most nurses in this respect is notorious. This whole chapter forms a 
monograph which deserves great praise and there can be few experienced 
gynzecologists who would not find pleasure and profit in the reading of it. 

Chapter II is devoted to diagnosis and occupies 76 pages. The author 
systematically classifies all the physical signs which may be discovered 
on abdominal or pelvic examination and describes their diagnostic signifi- 
cance. - Diagnosis is to be established by a critical analysis of the mass 
of information obtained from the history and examination, and here is 
made a commendable attempt to reduce diagnosis to a logical system. 
Anyone who undertook the feat of memory necessary to learn this chapter 
by heart would no doubt find his diagnostic reliability considerably 
increased. At one end of the scale stands Dr. Crossen and his method; at 
the other end is the gynzecologist who diagnoses by recognition, and who 
says ‘‘Here is a lump; let us have it, out and see what it is,” and it is to 
the latter that the chapter is specially recommended. 

Chapter III is devoted to gynaecological treatment in general, and again 
displays the author’s remarkable systematization and thoroughness. Every 
possible form of gynzecological therapeutic measure is considered under 
the various headings of,’ rest; applications to the lower abdomen and 
pelvis ; applications to external genitals, vagina and cervix; intra-uterine 
treatment ; applications to the lower abdomen and interior of pelvis (includ- 
ing diathermy and pelvic massage); postural methods and exercises (this 
is a very useful section) ; internal medication and applications to the body 
generally ; X-rays and radium. The many practical details given are likely 
to prove useful in the routine of practice and also for the purpose of giving 
instruction to nurses. 

Chapters IV to XIII deal with regional gynecology; XIV with dis- 
turbances of function; XV with the internal secretory glands in relation 
to gynecology; XVI with the lower uterine tract in relation to gyne- 
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cology; XVII with invasion of the peritoneal cavity (i.e. the principles 
of abdominal section); XVIII with the after-treatment of operative cases, 
and XIX with medico-legal points in gynecology. 

In the chapters on regional gynecology the wealth of illustration, both 
of normal and of pathological anatomy and histology, is remarkable, and 
is likely to be of great assistance to the student who wishes to learn the 
pathology of gynzecological disease. It is difficult, in a book which is so 
large and of so uniformly high a standard, to select isolated sections for 
criticism. That on diseases of the cervix uteri is of especial distinction. 
We think the author has devoted a disproportionate amount of space to 
the subject of retrodisplacements of the uterus, which occupies more than 
double the number of pages devoted to vagino-uterine prolapse. In the 
operative treatment of prolapse during the child-bearing period the author 
favours pelvic floor and vagino-perineal repair combined with an abdominal 
operation, the fixation of the uterus through the medium of the round 
and utero-sacral ligaments. 

Dr. Crossen’s ‘Diseases of Women’? must be the completest book of 
its class in the English language. It is too big for the undergraduate 
student of this country, but should find its place in the hands of those 
who have a special interest in gynecology and those who wish to study 
for higher examinations. Apart from its scope and contents it is a model, 
as regards arrangement ‘of subject-matter, of how a textbook should be 
written. Eardley Holland. 


“‘Gynakologische Operationslehre.”” By PEHAM and AMREICH, pp. 766, 
418 illustrations. Published by S. Karger, Berlin. 


It is well known that this treatise on operative gynecology has been in 
preparation for some years, and the book has been awaited with consider- 
able expectation because it is intended to present the views of the Schauta 
school, just as Weibel’s book demonstrates the technique of the pupils of 
Wertheim. The book was published shortly before the death of Professor 
Peham, and although it bears the names of Amreich and Peham it is 
difficult to believe that the late Professor Peham was responsible for much 
of the subject matter. The bulk of the work is clearly that of Amreich, 
and to English minds it is difficult to understand why the book has been 
published under the joint names. 

It can be said at once that the book is of the greatest value. The 
illustrations are the best that have been seen in any treatise on Gynzecology 
with which we are acquainted, and when one recalls the magnificent 
publications in the new Veit Stéckel Handbuch it will be realized what 
this statement means. The authors rightly pay a debt to their artist, 
Karl Hajek, in their introduction and still more rightly thank their 
publisher, S. Karger, for allowing 448 illustrations, most of which are in 
colour, to be reproduced. The diagrams are, indeed, superb, beautifully 
clear, and above all, perfectly described in the legends. The generosity 
of the publisher is exceptional, for some of the illustrations of the operation 
of ovariotomy seem to be redundant. 

The first part of the book deals with the preparation and after-treat- 
ment of gynzecological patients and comprises details of theatre technique 
and abdominal incisions. The second part is purely anatomical and is, 
perhaps, one of the most important contributions to gynaecology of recent 
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years, Amreich is primarily an anatomist and his researches into the 
anatomy of the parametrium are well known. All these anatomical 
researches are now collected together and are intended to form the basis 
from which the account of operative gynaecology is developed. Amreich 
has described the anatomy of the pelvic fascia and parametrium with 
exceptional clarity and precision and with the help of the illustrations this 
most difficult part of anatomy can, at long last, be easily understood. 
Similarly the anatomy of the ureter and of the pelvic vessels is admirably 
described. 


The third part of the book deals with gynecological operations. The 
arrangement is unusual, for Amreich has taken two models from which 
he derives descriptions of the other gynzecological operations. Schauta’s 
operation for carcinoma of the cervix is the first model. Each step is 
described in great detail, the difficulties that may be encountered at any 
stage of the operation are explained, and, most important of all, the 
operation is described on a strictly anatomical basis so that the significance 
of each step is clearly indicated. Amreich has departed from the original 
technique of Schauta in a few details to allow the operation to be strictly 
anatomical. He has not, however, emphasized his own operation, which 
is still more complex, and which will probably be within the limits of 
very few. ‘The second model is Latzko’s modification of Wertheim’s 
operation. Here, again, the technique is based upon strictly anatomical 
lines and again the difficulties are clearly indicated. From the details of 
these two major operations it is quite easy to describe the operations of 
vaginal, pan- and subtotal hysterectomy, and such procedures as inter- 
position and colporrhaphy can easily be explained. The style is concise and 
contains that element of dogmatism which is expected from a wide 
experience of gynecological operations on the part of the authors. An 
interesting feature of the book is the collection of statistics from the 
Peham Klinik in Vienna to illustrate the value of each operation, For 
example, in cases of carcinoma of the cervix the primary mortality of the 
vaginal operation is 3.66 per cent. Operation cases free from recurrence 
after five years 50 per cent; and of the total cases of carcinoma of the 
cervix seen, a percentage of 24.84 free from recurrence after five years. 
The book is not without its humour, for it is essentially loyal to the 
Schauta tradition and Wertheim hardly receives adequate recognition. 


The book is far from being an elementary textbook of Gynecological 
surgery. It is extremely technical and its subject matter will be applied 
by relatively few. There are certain criticisms which may be put forward. 
The section on prolapse is incomplete, for there is no emphasis of Fother- 
gill’s operation and no mention of Mayo’s operation. It is difficult to 
believe that the methods advocated in the text are sufficient for all the 
forms of prolapse that are met with. Similarly more attention might have 
been paid to the operation of repair of vesico-vaginal fistula. Apart from 
these objections the book admirably succeeds in its purpose. It is certainly 
the most important treatise on operative gynzecology that has been written 
in recent years. It should be brought to the notice of all doing gynzco- 
logical surgery, for if the subject matter is beyond their powers of 
assimilation, they will at least obtain great benefit from perusing the 
diagrams, : Wilfred Shaw, 
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“Still-birth and Neonatal Death in India: A Preliminary Enquiry.”” By 
CHRISTINE J. THoMsSoN, M.D., Ph.D. (St. Andrews), pp. 165. London, 
-H. K. Lewis and Co. Price 1/6, 


Tus Report is based on the findings made by Dr. Thomson while she was 
working under the auspices of the Lady Irwin Research Fund. It is 
divided into three sections Part I deals with the results of 200 post- 
mortem examinations made by Dr. Thomson. Owing to religious diffi- 
culties consecutive post-mortems could not be carried out, and since 
macerated foetuses were more easily obtained there is a relatively large 
number in the series. Part II gives information, obtained from an all- 
India questionnaire, regarding the main factors leading to still-birth or 
neonatal death throughout the country, Part III sums up the conclusions 
and contains suggestions for future lines of research. All the results are 
summarized in tabular form in appendices. 

Among the 200 cases examined, 76.5 per cent were premature, 42 per 
cent were macerated and 15.5 per cent were neonatal deaths. 

Complications of labour accounted for 19.5 per cent, the large number 
of macerated foetuses giving rise to this relatively low figure. ‘Twenty- 
four cases out of 115 (excluding 85 macerated foetuses) had dural tears and 
half (2) of these were delivered by the breech; as only 39 out of 115 
were delivered by the breech, therefore 41.4 per cent of all breech cases 
had dural tears. The incidence of dural tears in 72 vertex cases was 15.3 
per cent. Nineteen of the 24 cases were associated with heemorrhage. 
Cerebral hemorrhage unassociated with dural tears was found in 13 cases. 
Nine of these were intraventricular and five were full-time foetuses, but 
in one only was the hemorrhage well marked. 

Visceral haemorrhages were found in 35 cases, in 18 of which there 
were sub-capsular hemorrhages of the liver. Nine out of the 12 still-born 
foetuses in this group were associated with operative delivery, 

In 27, the cause of foetal or neonatal death was antepartum hemorrhage, 
in 16 cases accidental haemorrhage and in 11 placenta previa. ‘The 
dogmatic differentiation into these separate groups is a little surprising 
as it is admittedly difficult at times to differentiate between marginal 
placenta praevia and a mild degree of accidental hemorrhage. Red infarc- 
tion, intra-placental and retro-placental hamatomata were found in the 
majority of the placenta from cases of accidental hemorrhage and also 
from cases of placenta praevia, 

Toxemias of pregnancy. ‘The average incidence of eclampsia in 
hospitals in Britain and in India is practically the same, and there is a 
similar divergence of incidence in the various cities of India as in Britain. 
Delhi had no still-births or neonatal deaths due to eclampsia in 1929; 
Bombay had 1.4 per cent, Calcutta had 14 per cent and Madras 8 per 
cent. The frequency of eclampsia was about twice as high among 
Mohammedans as among the Hindus. Mohammedans are meat eatets and 
Hindus are either vegetarians or, as a rule, partake sparingly of meat. 
The striking difference between hospital cases of toxeemias of pregnancy 
in India and in this country is shown in Table 34. There are 202 cases 
of eclampsia and only 120 cases of albuminuria Many of these cases of 
albuminuria may be due, especially in a tropical country, to other causes 
than pregnancy toxzetnia, 
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Syphilis was found to account for 18.5 per cent of the still-births, 
practically the same percentage as in this country. In a series of con- 
secutive labour cases examined by the Wassermann reaction or Kahn test a 
positive result was obtained in 13.6 per cent of a total of 372 cases examined. 
In no case was a clinical history of syphilitic infection obtainable from 
the mother. The incidence of syphilis, therefore, as a cause of still-birth 
in India has probably been over-estimated in the past. Peritonitis wes 
noted in a large number of the syphilitic foetuses, 

A surprisingly small number (10.5 per cent) of the still-births could 
be attributed to tropical diseases (malaria five cases, anzemia six cases, 
dysentery one case, fever of unknown origin five cases, and acute enteritis 
one case). The figure for malaria is regarded by Dr. Thomson as an 
under estimate, since Gill has shown the large percentage of still-births 
due to malaria in an epidemic in the Punjab. A series of 83 placenta, 54 
of which were obtained from cases of still-birth, were examined for 
malarial parasites, and in three parasites were found. This is a striking 
contrast to 36.6 per cent of positive malarial placentz found in a series 
of 150 consecutive pregnancies examined by Blacklock and Gordon in 
Freetown. 

Foetal monstrosity has the same incidence in India as in this country. 
In the present series there was a surprisingly large number of abnor- 
malities of the urinary tract (eight cases). 

Placental disease, including retro- and intra-placental hamatomata, red 
and white infarction accounted for six per cent of the foetal deaths, the 
incidence not differing therefore from the findings in this country, In 
10.4 per cent of the placentae examined there was a placental leucocytosis ; 
in two cases it was obviously systemic in origin, in two cases it was 
associated with prolonged rupture of membranes and in one case with 
obvious vaginal infection. 

There were 31 neonatal deaths, seven of which were classified as being 
due to prematurity. There is, as yet, no recognized standard for normal 
average weight or length of Indian infants, so this classification was difficult 
to establish. The neonatal cases were too few in number to permit of 
conclusions being drawn. 

Part II of the Report reveals some interesting details about the distri- 
bution of disease in various districts and among the various classes of 
the community. The incidence of eclampsia is 14.3 per cent out of a total 
of 456 cases of still birth or neonatal deaths in Calcutta, 8..6 per cent in 
Madras out of a total of 978 cases, and only 1.36 per cent in Bombay out 
of 644 cases. The data with regard to albuminuria were not sufficiently 
accurate to allow of any definite conclusions. 

The figures classified under complications of labour show that such 
causes are a fruitful source of foetal and neonatal death in India. Calcutta, 
Bombay and Madras are grouped among the lowest percentages in the 
group. Kashmir heads the list with the incidence of 85 per cent while 
Madras is at the bottom of the list with 30.6. The prevalence of osteo- 
malacia in Northern India accounts for this high incidence while in 
Madras the incidence of contracted pelvis is rare. In Dr. Thomson’s 
series of 200 post-mortems there was only one case due to contracted pelvis. 
The higher incidence of contracted pelvis in Northern India is strikingly 
confirmed by the number of Cesarean sections in northern cities compared 
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with those in the south. In Delhi, out of 1,072 viable births during 1929, 
at least 55 cases of contracted pelvis were delivered by Ceesarean section, 
while in Madras only eight Ceesarean sections for contracted pelvis were 
required in 1928 out of 2,834 viable deliveries. The preponderance of 
multiparee over primigravide in cases of foetal or neonatal death due to 
contracted pelvis was noteworthy, e.g., one primigravida for 15 multiparee 
in Lucknow. 

Maternal deaths account for a larger percentage of still-births or neo- 
natal deaths than in this country, 11 to 18 per cent. Karachi and 
Shikarpur head this list although their total number of cases is small. 
There was a high incidence of malaria and dysentery in Bombay. The 
number of neonatal deaths due to these conditions in Bombay is striking. 
There was only one still-birth estimated as due to maternal malaria, 
compared with 19 neonatal deaths, and only one foetal death from maternal 
dysentery as compared to 14 neonatal deaths, 

In Part III Dr. Thomson sums up her findings and recommends certain 
preventive measures. Apart from obvious administrative reforms such 
as improvement in the curriculum for medical students and midwives, 
more antenatal clinics and hospital beds, etc., ¢he recommends lectures 
on still-birth and neonatal death, improvement in the methods of resusci- 
tation of newborn infants, and the appointment of pediatricians to the 
staffs of maternity hospitals. Research work is needed on the relation 
of poverty and malnutrition to still-births; on the scientific study of diet 
in relation to pregnancy, with regard to, e.g., different religious) com- 
munities and different geographical areas. More data are required in 
India on the standards of foetal maturity. Tropical diseases offer a wide 


field which has, as yet, been practically unexplored, while the geographical 
distribution of eclampsia calls for further investigation. It will thus be 
seen that the realm of research in India is almost unlimited. 

The Report is most thorough and has been carefully put together. It 
contains a mass of valuable information, and numerous suggestions for 
future workers on this subject and deserves to be widely read. 


Margaret Salmond. 


“Chronic Nasal Sinusitis and its relation to General Medicine,’’? by PATRICK 
WATSON-WILLIAMS, M.D. Bristol : John Wright and Sons, Ltd., 1930. 
Pp. 212. Price 15/- net. 


Dr. WATSON-WILLIAMS is already a recognized authority on oto-rhino- 
laryngology, and his new book on ‘‘Chronic Sinusitis and its relation to 
General Medicine” will undoubtedly still further enhance his reputation. 
The book contains a wealth of detailed information of the greatest value 
to the general practitioner as well as to the specialist. 

In his introduction Dr. Williams points out that although the precise 
diagnosis and treatment of the local infection is mainly the sphere of the 
oto-rhino-larygologist its widespread toxzemic manifestations fall within 
the province of the general practitioner. The book takes such a broad 
view of the subject that it will well repay any general practitioner to read 
it; and its careful study will throw light on many obscure conditions. It 
is becoming generally recognized, for instance, that some unaccountable 
cases of puerperal sepsis may be due to some diseased condition of the 
nose and throat. 
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Following early chapters on the pathogenesis and signs and symptoms 
of focal sepsis, he passes on to regional complications and cites numerous 
eases showing how widespread the results of local infection may be. 

Part II deals mainly with diagnostic methods and treatment, and the 
various operative procedures are illustrated by numerous excellent 
diagrams. The author gives a full account of his suction exploration 
method of investigating the various sinuses. The book is a most enjoyable 
one to read, and any practitioner will find it an excellent investment. 

D. C. Rayner. 
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The Lancet. 


July 25, 1931. 
*Treatment of habitual abortion with wheat-germ oil (vitamine E). 
P. Vogt-Moller. 
An investigation into maternal mortality and morbidity in the domiciliary 
services of maternity hospitals. J. M. Munro Kerr and A. Sharman. 
(Special article.) 


August I, 1931. 

Midwifery in general practice. (Correspondence.) 
August 8, 1931. 

Calcium therapy and the toxeemias of pregnancy. W. C. W. Nixon. 
August, 15, 1931. 

*Anzesthesia in the second stage of labour in primiparee. Jane King and 

Joyce Morgan. 
A national maternity service.. Analysis of four schemes. -(Special article.) 


August 22, 1931. 
Aneesthesia in labour. J. Riddell. (Correspondence.) 


September 5 and 12, 1931. 
*Albuminuria complicating pregnancy. G. F, Gibberd. 


September 26, 1931. 
Albuminuria complicating pregnancy. A. A. Osman. (Correspondence.) 


Treatment of habitual abortion with wheat-germ oil (vitamine E). 

It has been shown by animal experiments that vitamine E is the anti- 
sterility vitamine. The author has used this substance with success in two 
cases of habitual abortion. 


Anesthesia in the second stage of labour in primipare. 

In advocating gas and oxygen the advantages are summed up as follows. 
(1) Relief of pain, (2) Contractions improved in duration and frequency 
in 50 per cent of cases. (3) The absence of harmful effects on mother or 
child. The average cost is 2/- per case as opposed to 3d. for chloroform. 


Albuminuria compiicating pregnancy. 

In his study of the dangers associated with albuminuria of pregnancy 
the author has considered each risk in turn. 

He points out that the danger of eclampsia occurring in a patient 
actually under strict treatment is very remote, and that apart from 
fulminating eclampsia, which may occur within a week or two of normal 
blood-pressure and urine tests, he considers that the remaining cases are 
nearly all avoidable. While admitting the seriousness of eclampsia he 
regards the remote danger of permanent renal damage of greater importance, 
on account of its much greater frequency. 

In a series of 79 patients who had albuminuria of pregnancy (in all of 
whom there was positive evidence that the kidneys were not damaged 
before pregnancy), 11.4 per cent developed definite chronic ‘nephritis. 
Furthermore, in a series of 41 initially healthy women who had had one 
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attack of albuminuria from which they had apparently recovered completely 
in the non-pregnant interval, and who all became pregnant again, 59 per 
cent had a recurrence of albuminuria with their subsequent pregnancy. 
Gibberd regards this occurrence of albuminuria as due in part to permanent 
renal damage caused by the first toxeemic pregnancy. The fact that the 
woman may be apparently healthy in the intervals between pregnancies 
has led him to describe the condition as “occult nephritis,” the most 
delicate test for which is pregnancy. 


In support of this theory he quotes the experimental work of F. J. 
Browne, who was able to produce a similar occult nephritis in rabbits, 
so that they developed albuminuria during pregnancy but were free from 
all signs and symptoms during the non-pregnant intervals. He also shows 
that the incidence of recurrence of albuminuria with subsequent preg- 
nancies, and the incidence of chronic nephritis can be favourably influenced 
by the early induction of premature labour during the first toxeemic 
pregnancy. Thus out of 38 initially healthy women whose first toxeemia 
lasted less than three weeks, two (5 per cent) developed chronic nephritis. 
The remaining 36 were apparently healthy in the non-pregnant interval, 
and all became pregnant again. Thirteen (36 per cent) developed albumin- 
uria on the second occasion, i.e. in the author’s opinion, 36 per cent 
developed occult nephritis as the result of their first toxeemic pregnancy, In 
a parallel series of 29 patients whose first toxeemia lasted more than three 
weeks the incidence of chronic nephritis was 28 per cent. Those who 
apparently recovered completely became pregnant again, and of these 
76 per cent developed albuminuria for the second time, i.e. 76 per cent 
developed occult nephritis as a result of their first toxeemic pregnancy. 
This strongly suggests that the tendency to recurrence of albuminuria is 
developed during the first toxeemia. In other words, albuminuria of preg- 
nancy is regarded as carrying with it a risk of obvious chronic nephritis 
of about 10 per cent, and of occult nephritis of about 50 per cent. 

Gibberd objects to any theory of recurrent albuminuria which postulates 
an inborn idiosyncrasy to pregnancy, on the grounds that 4o per cent of 
first toxeemias occur in multiparee. 


In considering the risks that the foetus has to face in these cases, he 
points out that death from prematurity is a smaller risk than maceration 
in utero, and he uses this fact as a further argument in favour of the early 
induction of premature labour. 


The second part of this paper deals with the treatment of albuminuria, 
and in the present state of our ignorance of the cetiology of the disease 
the author issues a plea for a treatment based upon what we know of the 
late results. Protection of the kidneys is the all-important object of 
treatment, and in his view this can best be accomplished by a low protein 
diet, complete rest in bed, and, finally, by the early induction of premature 
labour. 


A special appeal is made for rest in bed for all patients from the onset 
of the first symptom, until the albumin has disappeared from the urine. 
A diet sheet is given, suitable for patients in hospital. Although anxious 
not to lay down dogmatic rules about the induction of premature labour, 
the indications, which, in the author’s view are very frequent, are set out 
under five headings. 
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The British Medical Journal. 


July 4, 1931. 
Hyoscine amnesia in labour, with or without chloroform. A. M. Claye. 
Cancer of the cervix after sub-total hysterectomy. H. R. Spencer. 
(Correspondence.) 
Treatment of dysmenorrhoea, A. Cook and W. P. Kennedy. (Corres- 
pondence.) 


July II, 1931. 
Treatment of dysmenorrhcea. F. Cook and W. P. Kennedy. (Corres- 
pondence). E 
July 18, 1931. 
After-effects of irradiation of the were. M. Donaldson. (Correspondence.) 
Treatment of dysmenorrheea. J. C. Webb. (Correspondence.) 
August 1, 1931. 
Ceesarean twins. M. R. Soni. (Memorandum.) 
After-effects of radiation of the uterus. M. Donaldson. (Correspondence.) 


August 8, 1931. 

Treatment of dysmenorrhcea. B. Venn Dunn. (Correspondence.) 
August 22, 1931. 

Treatment of dysmenorrhcea. A. E. S. Clow. (Correspondence.) 
August 29, 1931. 

*Breech presentation : Foetal mortality and injuries. G. F. Gibberd. 

*Antenatal treatment of breech presentation. G. Dearnley. 

*Management of breech labour, A. Bourne. 

Four generations of heterosexual twins with ante-partum amenorrhcea 

in two generations. C. E. Taylor. (Memorandum.) 


September 12, 1931. 
Recognition and treatment of birth aiistesbain in the newborn, G. B. 
Fleming. 
Breech presentation. E. J. Newton and J. Cook. (Correspondence.) 


September 19, 1931. 
Intracranial hemorrhage in the newborn. W. C. W. Nixon. (Corres- 
pondence.) 
Breech presentation. M.R. Soni and A. Z. C. Cressy. (Correspondence.) 


September 26, 1931. 
*Menorrhagia not due to uterine disease. J. Young. 
*Physiological aspects of menstruation. A. S. Parkes. 
Breech delivery. J. S. Colleutt. (Correspondence.) 


Breech presentation: Foetal mortality and injuries. 

Statistical evidence is given to show that the fcetal mortality is 
very high in breech delivery. The author does not accept extended limbs 
and primiparity as complications for statistical purposes. On this basis 
he considers that 28 per cent is the minimum mortality rate in uncompli- 
cated cases in primiparee and 15 per cent in multiparze. The cause of death 
is intracranial hemorrhage in 75 per cent of cases, and almost all the 
remainder are due to asphyxia from pressure on the cord. 
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Of the non-fatal injuries resulting from breech delivery, injury to the 
limbs is by far the most common. Such injuries occur in about five per 
cent of cases. If treatment is instituted early the results are excellent. 


Antenatal treatment of breech presentation. 

Breech labour should be prevented because of (1) the high fcetal 
mortality ; and (2) the disadvantages to the mother from prolonged labour 
and a greater liability to trauma. There is no need to interfere with a 
breech presentation until after the thirty-fourth week. If an anzesthetic 
is required it is advisable to wait until the thirty-seventh week. Details 
of the technique of external cephalic version are given. 


Management of breech labour. 
The author first considers the risks run by the child. The cause of . 
death in most cases is intracranial hemorrhage; injuries to the 
viscera and asphyxia account for the remainder of the fatal cases. 
Rapid delivery may cause hemorrhage, whereas slow delivery may 
cause asphyxia. In asphyxia death may occur during the first stage 
of labour after early rupture of the membranes. In such cases the uterus 
is irritable and never really relaxes. Hypnotics are required in such cases. 
At the end of the first stage the position of the legs should be made out 
and, if extended, one or both legs should be brought down before the 
breech has descended. Only if the child is small should they be left 
extended. The author does not believe that the legs act as splints, but 
considers that obstruction is caused by the size of the trunk plus both legs. 
If the legs are brought down before the breech has passed through the 
cervix they should be folded so that the presenting part is as large as 
possible. Stress is laid on the difficulty of bringing down extended arms. 
If difficulty is encountered in delivering the head, the author advocates 
shoulder traction. Traction on the jaw is used only to promote flexion, 


Menorrhagia not due to uterine disease. 

Inflammation of the endometrium or musculature of the uterus is a 
rare cause of menorrhagia except after recent puerperal or gonococcal 
infections. In the majority of cases aberrant ovarian function is the cause, 
brought on by childbirth or general disease. Such terms as fibrosis uteri or 
chronic endometritis are inappropriate because they are without patho- 
logical foundation. The diagnosis of dysfunction is made by a process 
of exclusion. The treatment consists of curettage, ovarian therapy and 
the use of X-rays or radium. 


Physiological aspects of menstruation. 

From a consideration of cestrus in animals and menstruation in monkeys 
it is suggested that, whereas premenstrual development is dependent on 
the pressure of a corpus luteum, the factor causing necrosis and breakdown 
of the epithelium is not of ovarian origin. There is evidence that this 
factor originates in the anterior lobe of the pituitary gland. In cases of 
menorrhagia the cyclical action of the gland may break down and it may 
function continuously, 
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The Canadian Medical Association Journal. 


July, 1931. 
*Further clinical studies on the anterior pituitary-like hormone of the 
human placenta. A. D. Campbell and J. B. Collip. 
The phosphates in foetal bones. E. J. King and G. E. Hall. 
*Heemorrhage after the menopause. H. W. Johnson. 
Eclampsia and pre-eclamptic toxeemia of pregnancy, K. C. McIlwraith. 
Recurring toxeemia in an elderly multipara with persisting hypertension. 
R. Mitchell. 
August, 1931. 
*Heart disease and pregnancy. C. Young. 
*Diathermy. E. P. Cumerbatch. 
*Placenta increta. P. J. Kearns. 
*A case of maldevelopment of the uterus. H. Morison. 


September, 1931. 
*A simple and effective treatment for infection with trichomonas vaginalis. 
J. R. Goodall. 
*Gonococcal vaccination in cases of infantile vulvo-vaginitis. W. G. Ter- 
williger. 
*The urinary infections of pregnancy. R. A. McComb. 


Further clinical studies on the anterior pituitary-like hormone of the human placenta. 

The material used in these experiments was the so-called anterior 
pituitary substance. The extract contained forty-day rat units per c.c. 
prepared as previously detailed. The dosage was one to two c.c. sub- 
cutaneously daily or every other day. A very full list of charts with notes 
on cases is given illustrating the results. Treatment before menstruation 
reduces the loss; cases of severe menorrhagia require not less than three 
months of treatment. Metrorrhagia is not controlled to the same extent. 
In amenorrhcea pain may be caused and may be of prognostic value. 
Curettage assists the action of the substance. Such effects as engorgement 
of the breasts have not been observed. The importance of a careful 
examination and a carefully taken history to make a correct diagnosis is 
emphasized. The histology of the endometrium is no reflexion of the 
clinical symptoms. The normal human cycle is 28 days. 


Hemorrhage after the menopause. 

Hemorrhage after the menopause causes women to seek advice; 
haemorrhage before the menopause is usually interpreted, by the patient, 
as physiological. There are many causes of post-menopausal hemorrhage, 
but malignant disease of the uterus is frequent and the most important ; 
it should always be suspected. Carcinoma of the cervix can usually be 
diagnosed by examination, but carcinoma of the uterine body only by 
curettage. All cases should be investigated without delay. Carcinoma of 
the cervix is usually treated by radium; carcinoma of the body is always 
treated surgically. The prognosis in carcinoma of the body is also much 
more hopeful than in carcinoma of the cervix. 

Carcinoma of the cervix is common before and after the menopause ; it 
may occur at the early age of 21 years,, An important early symptom is 
bleeding after coitus, 
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Treatment : The mortality after Wertheim’s hysterectomy is very high. 
The author considers that treatment by radium is the method of choice. 
It is commonly adopted at his clinic in early cases, and always in late cases. 
Three of the many forms of technique employed are described in detail. 

(a) Regaud’s technique (Paris). The maximum, highly filtered, dose 
is given at one sitting. It is important to cleanse the vagina thoroughly 
before applying the radium in order to prevent pelvic cellulitis. Iodine 
or iodoform should not be used. The cervix is dilated to the size of No. 9 
Hegar’s dilator; the radium is contained in a T-shaped tube, screened with 
half a millimetre of gold or a quarter of a millimetre of platinum, outside 
which is a thick coating of dental rubber. There is little chance of causing 
burns, even after a long application, The maximum dose is 8,640 mg. 
hours ; this is not repeated. 

(b) The Stockholm technique is similar to Regaud’s, but the radium 
is applied on three separate occasions. 

(c) Ward and Farrar’s technique. The author reports the results of this 
method after 11 years’ trial. A smaller dose of radium is employed than 
that used in the other methods—from 2,400 to 4,200 mg. hours are given, 
with re-radiation for recurrences. The cure-rate is 24.7 per cent. Bonney’s 
cure-rate by radical hysterectomy is 24.4 per cent, 

Carcinoma of the uterine body is much less common than that of the 
cervix ; it is more frequent in nullipare; usually it can only be diagnosed 
with certainty by curettage and microscopy. Panhysterectomy is the 
operation of election. 

An erosion of the cervix bleeds on examination and on coitus. It is not 
friable. In cases of doubt the microscopical examination of a section 
differentiates this condition from carcinoma of the cervix. 

Fibroids. Bleeding from fibroids after the menopause occurs only in 
association with some form of degeneration. Radiation should not be used 
at this time. Diagnostic curettage should be done to exclude carcinoma 
of the body. If carcinoma is not present subtotal hysterectomy will 
suffice 

Mucous polypi spring from the cervix. Removal of the polypus is the 
correct treatment. 

Senile endometritis is a rare condition. It usually occurs in multiparee, 
an open cervix admitting organisms. Bleeding is a symptom, and the 
differential diagnosis is made by curettage. 

Senile vaginitis, carcinoma of the vulva, carcinoma of the vagina, 
carcinoma of the clitoris, and carcinoma of the urethra are rare causes of 
post-menopausal bleeding. They are easily diagnosed. Carcinoma of the 
ovary may, on rare occasions, cause bleeding. 


Eclampsia and pre-eclamptic toxemia of pregnancy. 

Many signs and symptoms occur—cedema, a high systolic blood-pressure, 
albuminuria, with or without casts, hematuria, vomiting, even haemate- 
mesis, headache, rapid increase in weight without cedema, severe epi- 
gastric pain, dimness of vision, complete amblyopia, retinal haemorrhages, 
cerebral hemorrhage, neuroses, anzemia, jaundice, convulsions, coma and 
death. In the initial stage the typical signs are cedema, high blood- 
pressure and albuminuria. The patients may be divided into the following 
groups. :— 
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Chronic nephritis. In this condition the arteries are thickened, the 
patients are anemic, and the history is one of frequently repeated 
pregnancies, with the signs of renal failure tending to recur after each 
pregnancy. Death of the foetus does not bring about sudden improvement ; 
the patients may be young or old. 

Nephritic toxemia. Anzemia, arterio-sclerosis, fundal changes and 
fever are absent in this group of patients. The staphylococcus aureus is 
persistently present in the urine. 

Infective nephritis. The symptoms are similar to those in the second 
group, but fever also occurs. The prognosis is bad unless one kidney is 
healthy and nephrectomy can be done. 

Essential hypertension. (Edema and albuminuria are often absent; 
such patients may go through several pregnancies. 

The hypo-thyroid type. Qdema is solid; the basal metabolism is low. 
The condition is cured by the administration of thyroid extract. 

The hepatic group is characterized by the sudden appearance, late in 
pregnancy, of convulsions which are followed by coma and death. 

Treatment. A chronic nephritic with a blood-pressure lower than 170 
mm. Hg., improving under treatment may justifiably be treated by rest in 
bed, a salt-free diet and free elimination until the child is viable. If 
improvement does not occur the pregnancy should be terminated. 
Ceesarean section with sterilization is a good method of terminating 
pregnancy in these cases. 

Nephritic toxeemia does not always recur in future pregnancies. 

The hepatic type is generally, but not always, fatal. A case is reported 
in which Ceesarean section was done at the onset of symptoms ‘with 
recovery. Two children were born subsequently without toxeemic 
manifestations. Stroganoff’s treatment is usually employed. 


Heart disease and pregnancy. ; 

Pregnancy exerts a great strain upon the normal heart; the blood flow 
in increased by 30 to 50 per cent in the later months, The increased 
pressure is an embarrassment. The healthy heart does not enlarge; labour 
throws a great strain on the heart. For practical purposes cardiac cases 
are classified into four groups: (1) Cardiac neuroses. There is no organic 
lesion in these cases, but the symptoms may be pronounced, Vomiting, 
dyspepsia and insomnia may occur, leading to fatigue and malnutrition. 
(2) Doubtful cardiac disease. Extra-systoles and functional murmurs 
may occur. These patients go through pregnancy without ill-effects. 
(3) Rheumatic valvular disease, This group includes mitral stenosis and 
regurgitation without cardiac enlargement. Sixty cases of mitral stenosis 
without cardiac enlargement were observed ; none of the patients died and 
failure occurred during pregnancy in only two cases. Fifty other cases 
without a death were observed. Aortic regurgitation, with or without 
enlargement, is the most serious valvular lesion. Twenty-five cases are 
reported, with three deaths. McKenzie advised the continuance of preg- 
nancy if there was a good response to effort and no cardiac enlatgement. 
(4) Serious cardiac disease. This group includes mitral stenosis and 
aortic regurgitation with enlargement, myocardial degeneration, congestive 
failure, and auricular fibrillation. These cases constitute a serious problem. 
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The patients should be warned of the dangers of pregnancy ; early termina- 
tion is usually advisable. 

Auricular fibrillation is one of the most dangerous conditions for 
obstetricians. The state of the myocardium is the important factor; preg- 
nancy is contra-indicated in acute myocardial disease, thyroid hearts, 
syphilitic heart disease, paroxysmal tachycardia and coronary disease. 

The management of the cardiac patient requires great care. In the 
fourth group, pregnancy should be terminated if the patient is seen before 
the fourth month. At the fifth and sixth months Cesarean section may 
be done. It is extremely dangerous to induce premature labour during 
heart failure. The failure should first be treated. The manner of delivery 
is discussed at length by the author; the induction of premature labour 
at the 36th week is comparatively safe. Some authorities advocate 
Ceesarean section at the 24th week. Czesarean section at term is strongly 
advocated by the author. It saves severe strain and permits of sterilization. 
The anzesthetic of choice for this operation is ether; chloroform, being 
depressant, is contra-indicated. Spinal anesthesia is dangerous because 
it causes a rapid fall in blood-pressure. A semi-sitting position gives 
relief to distress during labour. Episotomy should be done and the forceps 
applied as soon as the head is low in the pelvic cavity. Forcible dilata- 
tion or incision of the cervix is indicated in urgent cases. Sudden 
collapse may occur after delivery, although usually the myocardium is 
gteatly relieved. Rest in bed for a month after delivery is indicated. 
The infantile mortality is from 10 to 36 per cent in cases of heart disease. 


Diathermy. 

The beneficial effects of diathermy are due only to the properties of 
heat. This is obtained by using a high-frequency current, which does not 
stimulate muscular contraction or produce chemical changes in the tissues, 
but raises the temperature of the tissues at a great depth. 

In the treatment of certain diseases of the pelvic organs in women 
diathermy has its greatest use. By introducing a special electrode into 
the urethra and completing the circuit by means of a pelvic belt electrode 
the part mentioned can be heated to 114°F. (the maximum bearable without 
pain) and freed from infecting gonococci in go per cent of cases. The 
same is true of cervix uteri when similarly treated. If the infection is 
not gonococcal it can be removed in 80 per cent of cases. In metastatic 
infection of joints and fibrous tissues the cure of the cervical infection 
will end the arthritis or fibrositis. By a special vaginal electrode it is 
possible to terminate infection of the Fallopian tubes and pelvic supporting 
tissues in the majority of cases, gonococcal or otherwise. Congestive 
dysmenorrhcea can always be cured, but the spasmodic type is only 
temporarily benefited by diathermy. 


Placenta increta. 

If the ovum is implanted upon a mucosa which is stretched and 
atrophied over a myoma or a Ceesarean section scar, or following upon 
a pyometra, a very deficient decidua compacta and spongiosa will result 
and chorionic cells and chorionic villi wander deeply into the muscle. 
This is called placenta increta; It differs from the adherent. forms:.and 
cannot be removed manually. A case is reported. in which a pregnancy 
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following puerperal sepsis resulted in placenta increta. Delivery was 
spontaneous but the placenta was retained and could not be removed 
manually. After a blood-transfusion, sub-total hysterectomy was done. 
A section of the uterus and placenta showed that the latter was firmly 
attached to the muscle. Microscopic section showed the absence of decidua 
compacta and spongiosa. The chorionic villi had grown into the muscle 
bundles. In some places a decidual change had occurred in the sheaves 
of the muscle bundles. The decidua vera opposite the placenta was very 
thin, without a spongy layer. Placenta increta is rare, more rare than 
placenta adherenta or placenta accreta. The Germans reported 70 cases. 


A case of maldevelopment of the uterus, 

The patient, aged 24, five feet in height and weighing §7 lb., came to 
hospital with lower abdominal pain. She had never menstruated. There 
was a mass in the left inguinal region. The uterus could not be felt on 
bimanual examination. On opening the left inguinal canal the hernial 
sac was found to contain a sclerosed ovary, a broad ligament and a 
uterus, the size of a marble, attached to the round ligament. The uterus 
and ovary were connected with the anterior abdominal wall; they were 
returned to the abdomen and the herniotomy completed. The appendix 
was removed through McBurney’s incision; a normal ovary was found 
with a mature Graafian follicle on the right side. 


A simple and effective treatment for infection with trichomonas vaginalis. 

Trichomoniasis or trichomonas vaginitis is a well-recognized clinical 
entity and is caused by the trichomonas vaginalis, which probably 
originates in the bowel. The symptoms are purulent discharge, pain in 
the vagina, pruritus, intertrigo, extreme tenderness on examination and 
on micturition. On examination the vaginal vault is seen to be injected 
and filled with yellow or greyish-yellow thin purulent liquid containing 
bubbes of air. The vaginal walls often present a strawberry appearance. 

The disease does not appear to be transmissible to the male. 
Microscopically a hanging drop of pus in saline is found to contain 
motile organisms and moving pus cells. The organism is _ readily 
destroyed by douching and cannot be found after so doing for two or 
three days. Although the exposed organism is easily killed, the vaginitis 
is very persistent. Ordinary treatment is ineffective and requires to be 
of long duration. Two requisites are essential for good results, viz., the 
use of an acid antiseptic and application for prolonged periods. These 
two desiderata are obtained by using a vaginal cone soaked in one per cent 
picric acid in a slowly dissolving vehicle. The cone should be placed 
high in the vault of the vagina on retiring to bed. A simple acid douche 
should be used once daily. 

There is a marked tendency for the disease to occur after the next 
menstruation. A renewal of the treatment controls this. 

Twenty-two cases are reported, four of which were treated during 
pregnancy and three in the puerperium; the results were uniformly 
successful. The average course of treatment was from five to 10 days. 
It is simple and not irksome. The pruritus disappears after the third 
treatment, and the pus after the fifth or sixth. Desquamation follows and 
by the tenth day the mucosa looks healthy. 
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Trichomoniasis is particularly distressing during pregnancy. Treatment 
should be carried out during menstruation and for several days after. The 
writer regards picric acid a specific in trichomonas infection. 


Gonococcal vaccination in cases of infantile vulvo-vaginitis. 

Investigation of the value of gonococcal vaccination in infantile 
vaginitis was prompted by (a) the incidence of this infection, (b) the 
notorious chronicity of the disease in female babies in institutions, and 
(c) by interest in such vaccination as a prophylactic and therapeutic 
procedure. Gonococcal vulvo-vaginitis was reported to be epidemic 
in 1877. Later, all cases of vulvo-vaginitis were regarded as gonococcal 
until proved otherwise. Still later, vaccines were used and shown to be 
of value. Cures of 84 per cent of the cases were reported. In doubtful 
cases the vaccine provoked a discharge and indicated the diagnosis. 

Vulvo-vaginitis is a serious problem in hospitals. Twenty-five per cent 
of all female babies admitted to hospital develop the disease. A series 
of thirteen cases, not infected, was investigated; six received the vaccine 
prophylactically, seven did not. Four of the vaccinated patients were put 
in the ward with infected cases and remained clinically and microscopically 
free, proving the prophylactic value of the vaccine. The vaccine used was a 
stock one, containing 4,000,000 dead gonococci per c.c. It was given 
subcutaneously in doses of 1/20th c.c. A second dose of 1/5th c.c. was 
given five days later, a third of % c.c. ten days later, a fourth of one c.c. 
four days later, a fifth of one c.c. five days later, and a sixth of one c.c. 
five days later. The local reaction was mild and there was not any 
general reaction. The results of the treatment are very promising. 
Sixteen out of nineteen patients were cured. All uninfected patients to 
whom the vaccine was given remained free from infection. This is the 
first time in five years that the clean ward has remained unaffected, 


The urinary infections of pregnancy. 

Urinary infections cause numerous pre-natal and post-natal complica- 
tions The urinary tract is conveniently divided into an upper, comprising 
the kidneys and ureters, and a lower, comprising the bladder and urethra. 
The sources of infection are a lacerated cervix or a specific vaginitis or 
urethritis. The cases are classified as (1) pyelitis, in which the infection 
is limited to the renal pelvis; and (2) pyelo-nephritis, in which the paren- 
chyma of the kidney is infected. 

The common infecting organisms are bacillus coli, staphylococcus and 
streptococcus ; occasionally the tubercle bacillus. The portals of entrance 
are the blood-stream and the urinary tract. Experiments have proved the 
rapid invasion of the tubules of the kidney by organisms injected when 
the ureter is ligatured. Simple pyelitis is common in pregnancy and, 
in fact, in females generally. In nearly all cases there is an accompanying 
leucorrhoeea. The proportion of females affected with pyelitis to males is four 
to one; the proportion in the case of pyelo-nephrosis is 15 males to 21 
females ; in pyelo-nephritis, 39 males to 37 females. The accepted criteria 
of pyelitis were a temperature of 100°F., pus in a catheter specimen of 
urine, frequency of micturition, and pain in the back. Of the cases of - 
pyelo-nephrosis 50 per cent had some mechanical factor present, ureteral 
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stricture being the commonest. Dilatation of the stricture resulted in the 
symptoms subsiding. 

In conclusion the writer thinks uterine pressure has little, if any, 
relation to renal infection. He regards the lymphatics as the most 
frequent avenue of ascending infection. The severity and duration of the 
condition depends on the urinary flow. 

The author advises treatment with large doses of alkalies and urinary 
antiseptics. Helmitol is preferred, If the case does not rapidly clear up, 
ureteral catheterization and drainage of the pelvis of the kidney are advised 
to save further damage. Ureteral catheterization is less likely to cause 
miscarriage than a high temperature. Prolonged and thorough investiga- 
tion is not urged as a routine during pregnancy, but it is urged when 
the case does not improve rapidly with medicinal treatment. 

J. Lyle Cameron. 


The Medical Journal of Australia. 


June 6, 1931. 
*The treatment of fibroids of the uterus. H. H. Schlink and C. L. 
Chapman, 
June 13, 1931. 
*Pruritus vulve in relation to intermittent glycosuria. Margaret Long 
and Ewen Dounie. 
June 20, 1931. 
*Avertin in surgery and obstetrics. C. Coghlan, 
July 4, 1931. 
Three cases of eclampsia. F. W. Greetzner, 
July 11, 1931. 
Gas gangrene of the uterus following failed forceps. T. D. Hughes. 


The treatment of fibroids of the uterus. 

In this paper the authors review the question of the treatment 
of fibroids of the uterus. They give a list of indications and contra- 
indications for the use of radium, and express their opinion that a very 
subsidiary position must be given to radio-therapy in the treatment of 
fibromyomata, and that operation is the method of choice. 

Great stress is laid on the advantages of the operation of hysterectomy 
with endocervical enucleation as advocated by Kelly, Douay, Bland-Sutton, 
Bonney and Worrall. Its advantages over the classical subtotal hysterec- 
tomy are (1) the avoidance of post-operative leucorrhcea, and (2) the 
absence of a possibility of the occurrence of cancer in the stump, The. 
great advantage of this procedure is that it fulfils all the essentials of 
total hysterectomy without the difficulties and dangers which often beset 
the latter operation. 


Pruritus vulve in relation to intermittent glycosuria. 

Pruritus vulve is one of the cardinal symptoms of diabetes mellitus. 
Notice is brought to the fact that there are certain cases in which 
glycosuria occurs in an aberrant form and which are characterized by the 
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occasional appearance of sugar in the urine. In such cases the routine 
testing may not reveal any abnormality. 

The authors collected a series of 22 cases of unexplained pruritus and 
performed the glucose tolerance test on each. They found that all but 
three showed some abnormality to the test. Dietetic control was 
instituted, on the principles of diabetic treatment, in those cases in which 
the glucose tolerance test showed some departure from the normal, and 
all except three cases were definitely improved. 

The authors recommend a careful review of the carbohydrate tolerance 
and excretion in all intractable cases of pruritus vulva. They suggest 
that the occurrence of pruritus vulve during pregnancy may be explained 
in a like manner. 


Avertin in surgery and obstetrics. 

Avertin, or tribrom-ethyl-alcohol, is marketed in liquid form, ‘Avertin 
Fluid,’’ in which one gramme of solid avertin is dissolved in one cubic 
centimetre of amylene hydrate. It is a non-toxic preparation which does 
not irritate the rectal mucosa when given by the rectal route. Avertin 
does not have a deleterious effect on the heart or kidneys. Avertin 
itself is a respiratory depressent, but the amylene hydrate in which it is 
dissolved counteracts this action. It does not have a deleterious action 
on the liver, but for the detoxication of the drug the glycosuric function 
of the liver must be good. 

The dose necessary for producing basal anzesthesia is calculated from 
0.1 gramme per kilogramme of the body weight. The anesthesia produced 
is sufficient for minor operations but may have to be supplemented by 
local or general anesthesia for major work. The author has answered 
the adverse criticisms of avertin and holds that the drug, when used 
only as a basal aneesthetic, is one of the safest anesthetics generally used. 

The personal experiences of the author in the use of avertin in surgery 
and obstetrics are mentioned; he holds that it is a very pleasant, safe 
and easy method of producing anesthesia in surgery and analgesia in 
childbirth. 

D. H. MacLeod. 


The Madras Medical Journal. 


*Cancer of the cervix uteri. P. Tatnasamy. 


Cancer of the cervix uteri. 

This paper deals with 100 cases of carcinoma of the cervix treated in 
the Government Hospital for Women and Children, Madras, during the 
years 1927 to 1930. The age incidence, fertility, and symptoms are 
analysed, and are shown to agree with the figures worked out by Lane 
Claypon for European countries and America. The operability rate when 
first seen is only 3 per cent; Menon, of Madras, gives his figure as 7.47 
per cent, which the author of this paper regards as high. Pathologically 
the series is of interest in that the percentage of adenocarcinomata is as 
high as 12 per cent. 
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Owing to the advanced nature of the growths when first seen, the great 
majority of the cases were treated with radium; this has been available 
since 1927, and is used both by external application and by burying the 
radium in the growth. 

The dosage is 50 mgs. enclosed in 1.5 mm. of monel metal for 24 or 
48 hours ; this is sometimes inserted into the cervical canal, and sometimes 
ring pessaries containing radium are inserted to irradiate the fornices and 
vaginal vault. The results show that pain was relieved, hemorrhage and 
discharge ceased and local improvement occurred ; it is, however, too early 
to give three and five year results. 

A. C, Bell. 


Surgery, Gynzcology and Obstetrics. 


Vol. lii, No. 1, January, 1931. 
*Corpus luteum of pregnancy; persistence of pregnancy after excision of 
the corpus luteum in the early weeks. Marion Douglass. 
*A hormone test for the diagnosis of early pregnancy ; clinical AIR ER se 
in one hundred cases; preliminary report. P. F. Schneider. 
Ovarian pregnancy. R. R. Cranmer. 
Vol. lii, No. 2, February, 1931. 
Concerning the etiology of hyperplasia of the endometrium. J. Hofbauer. 
Vaginal extirpation of the uterus and adnexa on both sides. P. Werner. 
Carcinoma of the cervix; a study of cases treated at the Free Hospital 
for Women between 1875 and 1929. M. K. Bartlett and Van §S. Smith. 


Vol. lii, No. 2a, February 15, 1931. 

Sterility in the male. F. R. Hagner. 

*Eleven years’ experience with the radium treatment of carcinoma of 
the cervix at the Women’s Hospital, New York; a statistical report. 

G. Ward and Lilian K. P. Farrar. 

The co-ordination and integration of the Gynecological and Obstetric 
services in a general hospital. C. A. Gordon. 

Report of the sterility of catgut in relation to hospital infections. 
F. L. Meleney and Mabel Chatfield. 

Vol. lii, No. 3, March, 1931. 

The effect of injections of the female sex hormone, cestrin, on conception 
and pregnancy in the guinea-pig. G. L. Kelly. 

The diagnostic value of utero-salpingography in pre-adolescent ovarian 
torsion. R. K. Finley. 

Vol. lii, No. 4, April, 1931. 

*Experimental studies of the effect of amytal upon the foetus and - its 
transmission through the placenta of the white rat. C. M. Boucek and 
A. D. Renton. 

*Radium in the treatment of cancer of the vagina, I, de Biiben. 

Vol. lii, No. 5, May, 193r. 

The diagnosis of disproportion . H. Thomas. 

Vol. lii, No. 6, June, 1931. 

*Hyperplasia of the endometrium and the hormones of the anterior lobe 
of the hypophysis and the ovaries. C. F. Fluhmann, 
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The so-called female prostate and concretion formation in the female 
urethra. M. J. Renner. 

The treatment of pelvis cellulitis ; surgical drainage of parametric exudates. 
Marion Douglass. 


Vol. liii, No. 1, July, 1931. 
*The origin of endometriosis of the ovary. E. S. J. King. 
Urinary incontinence following childbirth and its surgical treatment. 
H. W. Johnston. 


Vol, liii, No. 2, August, 1931. 

The technique of the transverse cervical Caesarean section. L. E. Phaneuf. 

A second Cesarean section after bilateral ureteral transplantation into 
the sigmoid colon. J. M. Piece. 

Gynopathic backache; a study of its nature and the mechanism of its 
production ; with special reference to uterine retroversion, A, Sturm- 
dorf. 

Principles and technique involved in the present-day treatment of cancer 
of the uterine cervix. F. E. Neef. 


Vol. liii, No. 3, September, 1931. 
The etiology of endometrial hyperplasia. J. C. Burch, W. L. Williams 
and R. S. Cunningham. 


Corpus luteum of pregnancy; persistence of pregnancy after excision of the corpus 
luteam in the early weeks. 

' From a study of three cases in which the corpus luteum of pregnancy 
was excised the author concludes that the coutinuation of pregnancy is 
independent of the hormone supplied by the corpus luteum of pregnancy 
if the duration of the pregnancy at the time of its incision exceeds four 
to six weeks. 


A hormone test for the diagnosis of early pregnancy; clinical application in one 
hundred cases; preliminary report. 

The test which Schneider has used for the diagnosis of early pregnancy 
depends upon the same principles as Aschheim’s and Zondek’s test, but the 
urine is injected into rabbits instead of mice. Schneider describes his 
results in 100 cases, The cases are divided into three groups: (a) Twenty- 
five control cases in which the diagnosis of pregnancy had been previously 
established by other means. (b) Twenty-five negative control cases in 
which the diagnosis of pregnancy could be excluded by other means. 
(c) Fifty cases in which pregnancy was suspected but could not be diag- 
nosed clinically. The test was positive in all the cases in Group a, 
negative in all the cases in Group b, correct in 48 cases in Group c. The 
two failures occurred when six-weeks’ old rabbits were used. Correct 
results were obtained in these two cases when the tests were repeated 
with rabbits aged twelve weeks. ° 

The author claims the following advantages of his test : (1) It is simple 
to perform, requiring only one injection into one rabbit. (2) It is accurate. 
(3) It is rapid, the result being known within 24 hours. He thinks that by 
improving the technique he will be able to decrease the time necessary 
for the completion of the test to eight or 12 hours. 
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Eleven years’ experience with the radium treatment of carcinoma of the cervix at 
the Women’s Hospital, New York: A statistical report. 

Ward and Farrar review, in a statistical article, the results of the 
treatinent of carcinoma of the cervix with radium at the Women’s Hospital, 
New York, They claim an absolute cure-rate of 24.7 per cent, and a cure- 
rate of 57,1 per cent in cases belonging to Groups I and II. They use 
a dose of 2,400 to 4,200 milligramme-hours, As soon as local recurrence 
of the growth takes place further treatment with radium is undertaken. 
They advocate the use of deep X-ray therapy for the treatment of the 
regional lymphatic glands, They are against combined operative and 
radium treatment. 


Experimental studies of the effect of amytal upon the fetus and its transmission 
through the placenta of the white rat. 

A series of carefully conducted experiments is described and the authors 
conclude that: (1) The amount of sodium amytal necessary to anzesthetize 
a pregnant rat does not interfere with the viability of the fcetus; the 
foetus is not anesthetized and responds readily to stimulation. (2) Sodium 
amytal passes rapidly from the maternal circulation to the foetal circu- 
lation. (3) In caleulating the amount of sodium amytal necessary «to 
anzesthetize a pregnant animal the weight of the foetus must be subtracted 
from the weight of the mother. (4) The anesthetic value of sodium 
amytal is enhanced when supplemented with a small quantity of ether, 


Radium in the treatment of cancer of the vagina, J 
The author reports the results in 28 cases of primary carcinoma of 


the vagina treated by radio-therapy at the First Gynecological Clinic of 
the University of Buda-Pest during the years 1g1g9 to 1929. 

The primary growth was treated by radium, and the regional lymphatic 
glands by X-rays in all the cases. Nine of the 28 patients were alive 
at the time the paper was published; one of the nine having survived 
for nine years, one for six years, one for four years, one for 
two years and five for less than two years. The author regards two 
of these patients as cured, the one who was free from recurrence 
nine years after treatment and the one who was free from _ recur- 
rence six years after treatment. Two of the patients who were dead 
at the time of publication of the paper lived for three years after treatment, 
one for two years, three for one year; 12 patients died within 12 months 
of treatment. 


Hyperplasia of the endometrium and the hormones of the anterior lobe of the 
hypophysis and the ovaries. 

In this paper Fluhmann brings forward evidence to show that endo- 
metrial hyperplasia is the result of stimulation of the endometrium by 
cestrin. He discusses the possible involvement of the anterior lobe of 
the pituitary body. 


The origin of endometriosis of the ovary. 
King says that the implantation theory of origin of ovarian endometrio- 
mata is based upon hypothetical phenomena which do not occur elsewhere. 





Review of Current Literature 879 


He attempts to prove that these ovarian tumours arise by metaplasia from 
ovarian cells, and not from the cells of another organ by ‘‘a peculiar 
process of transplantation.” 

F.R. 


Journal of the Américan Medical Association. 


Vol. 96, No. 26, June 27, 1931. 
The biological significance of the female reproductive cycle. E. Novak. 
*Anterior pituitary hormone in the urine. A rapid method for the diag- 
nosis. of early pregnancy. (Study of 175 consecutive cases.) F. 
Eberson and M. H, Silverberg. 
Vol. 97, No. 2, July 11, 1931. 
The eradication of syphilis as a practical public health objective. 
T. Parran. : 
The transmission of syphilis by blood transfusion, (Current comment.) 


Vol, 97, No. 6, August 8, 1931. 
*Massive intra-abdominal hemorrhage from a ruptured cyst of the corpus 
luteum. C. W. Olsen. 


Vol. 97, No. 8, August, 22, 1931. 
*Disappearance of the placental site during the puerperium, J, Whitridge 
Williams. 
Vol. 97, No. 9, August 29, 1931. 
*The treatment of goitre complicating pregnancy. R. D. Mussey and 
W. A. Plummer. 


Vol. 97, No. 10, September 5, 1931. 
*Uterine heemorrhage in pelvic inflammatory disease. C, F. Flushmann. 


Anterior pituitary hormone in the urine, A rapid method for the diagnosis of early 

Pregnancy (Study of 175 consecutive cases.) 

The authors detail their modification of Zondek’s and Aschheiin’s test 
- for the diagnosis of pregnancy. ‘heir method is simpler, and the test 
can be completed in from 36 to 48 hours. They investigated a series of 
175 cases, including normal pregnancies, tubal pregnancies, and chorion 
epitheliomata, and their results were proved to be correct in 100 per cent 
of cases. The death of the foetus can be detected by this test by certain 
microscopical changes in the ovaries of rats. The retrograde changes can 
be recognized, and these are diagnostic. The test has proved of value in 
medico-legal work, and is extremely useful in circumstances demanding 
a prompt diagnosis or exclusion of pregnancy. 


Massive intra-abdominal hemorrhage from a ruptured cyst of the corpus luteum. 

The case of a nulliparous woman of 30 years is reported, Following 
a meal she was seized with acute lower abdominal pain, and within three 
hours she was in a state of severe collapse. Cceliotomy showed the 
abdomen to be filled with 950 c.c. of fresh blood, and examination of the 
left ovary revealed a ruptured luteal cyst which was bleeding freely. The 
cyst when distended was four cm. in diameter. The patient made an 
uninterrupted recovery after ovariotomy. 
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Disappearance of the placental site during the puerperium. 

The author, in a previous article, concluded that the mucosa of the 
cervical canal is restored by the end of the first week, whereas, excluding 
the placental site, the endometrium of the body of the uterus regenerates 
during the third week. The placental site was shown to persist for six 
or seven weeks, and its disappearance is effected by a process of exfoliation, 
which results mainly from undermining by endomettial tissue. 

In this article the author proceeds to prove conclusively that exfoliation 
is largely responsible for the regeneration of the placental site, and his 
conclusions are based on a study of uteri removed at varying periods after 
delivery. In those uteri removed at Czasarean section, and hardened 
immediately, the placental site can be recognized only by microscopy. 
In those removed a few hours after delivery the site is easily visible, 
because of the presence of thrombosis and vascular engorgement. He 
describes this as ‘‘the nodular structure with which all pathologists and 
some obstetricians are familiar.” 

He proves that the process is not connected in any way with inflam- 
matory change. Neither is there any evidence of extensive necrosis. 
All the specimens show unusual proliferation of endometrial tissue, which 
does not merely cover the surface, but invades the placental site in all 
directions and particularly extends between it and the underlying 
muscularis, leading to its eventual undermining, extrusion and exfolia- 
tion. 

The article is most convincing, and is copiously illustrated with very 
clear and conclusive microphotographs. 


The treatment of goitre complicating pregnancy. 

This paper is the result of the analysis of 29 cases of exophthalmic 
goitre and 12 cases of adenomatous yoitre with hyperthyroidism associated 
with pregnancy, treated at the Mayo Clinic, All the patients operated 
upon did extraordinarily well. 

The authors conclude that, whereas formerly interruption of pregnancy 
was usually advised in cases of severe hyperthyroidism complicating 
pregnancy, and whereas miscarriages were prone to occur spontaneously 
if treatment was not given, it has been demonstrated that the operation 
of partial thyroidectomy in cases of adenomatous goitre enables. the 
pregnant woman to carry through pregnancy with reasonable expectancy 
ot health and of a normal living offspring. Since the administration -of 
compound solution of iodine internally, in 1922, partial thyroidectomy has 
been made an even safer procedure if selected. cases are treated with 
the iodine preparation preparatory to the operation. 


Uterine hemorrhage in pelvic inflammatory disease. 

In a previous article the author investigated the question of abnormal 
uterine hemorrhage. He was struck by the fact that in 16 per cent of all 
cases the cause of the abnormal hemorrhage was an inflammatory pelvic 
lesion. From this he concluded that inflammatory diseases of the pelvis 
offered an important field for investigation of the factors concerned in 
uterine bleeding. This paper is based on the careful study of 52 cases of 
pelvic infection of gonorrhceal origin. 
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As a result of this study he finds that uterine bleeding is present in 
from 35 to 50 per cent of patients with acute or chronic salpingitis. The 
hemorrhage manifests itself clinically in five ways: (a) Profuse periods 
with a cycle of 28 days. (b) Too frequent menses. (c) Atypical 
irregular bleeding. (d) Continuous loss per vaginam, the onset coinciding 
with the normal period. (e) A period of bleeding, the onset occurring 
between the eighth and eighteenth days of the cycle. 

The factors concerned in the production of the haemorrhage are, inter- 
ference with uterine contractions from adhesions and malpositions, pelvic 
hypereemia, endometritis, ovarian deficiency produced by peri-odphoritis 
and hyperzemia, and abscess formation in the corpus luteum. 

C. D. Read. 


American Journal of Cancer. 
Vol. xv, No. 1. 
*The coincidence of primary breast and uterine cancer. H.C, Taylor, Jur. 
Vol. xv, No. 2. 
*Neurofibroma of the ovary associated with Recklinghausen’s disease. 
F. R. Smith. 
Vol. xv, No. 3. 
*Granulosa-cell tumour of the ovary (folliculoma malignium). F. J. 
Taussig. 


The coincidence of primary breast and uterine cancer, 

This is a review of 18 cases in which mammary carcinoma was 
associated with primary carcinomata elsewhere in the body. The cases 
occurred in the Memorial Hospital, New York, and the author has been 
cateful to exclude cases which were probably metastatic. 

‘In 55 per cent of the cases the associated tumour was in the genital 
tract; in two other cases it was in the thyroid gland, which organ may 
be related to reproduction; further it is interesting to note that in the 
10 cases of malignant disease of the uterus there were as many cases 
of glandular as of squamous carcinoma. The time relations were worked 
out and it appears that the tumours of the breast and uterus developed 
in proximity; in the nine cases with satisfactory histories, the uterine 
disease was recognized first in four, the mammary disease in four, and the 
two almost simultaneously in one case. The longest interval was five 
and a half years and the average one year and four months. 

' The author stresses the importance of routine examination of the 
breasts and pelvis on admission, and he quotes instances of the danger 
of failing to recognize the second tumour. 


Neurofibroma of the ovary associated with Recklinghausen’s disease. 

This is the clinical report of a rare case occurring in the Memorial 
Hospital, New York. The patient, a virgin, aged 50, who was known 
to have suffered from Recklinghausen’s disease of the cutaneous nerves 
for 12 years, complained of dyspnoea, and loss of weight. Examination 
showed that the abdomen was filled with a partially moveable cystic mass 
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which was separate from the uterus; the clinical diagnosis was carcinoma 
of the ovary, possibly with pulmonary metastases. The mass was 
removed at operation and was found to arise from the right ovary; the 
uterus, including the cervix and the other ovary, were also removed. The 
tumour weighed 12 pounds. It was two-thirds cystic and one-third solid. 
The pathologist, although unaware of the history of the case, expressed 
the opinion that the section was suggestive of neurofibroma, or low grade 
neurogenic sarcoma. This, together with the history of the case, appears 
to justify the diagnosis of ovarian neurofibroma, probably arising in the 
sympathetic nerves of the ovary, The complicating feature of the case 
was the presence of lutein pigment in the cyst wall, this being probably 
due to the incorporation of incidental lutein tissue during the growth of 
the major cyst. The report is accompanied by photographs of the patient 
and the tumour, and by microphotographs of a biopsy specimen from the 
abdominal wall and by microphotographs of the tumour itself. 


Granulosa-cell tumour of the ovary (folliculoma malignium.) 

This case is interesting, not only on account of the rarity of the tumour, 
but because the history was so characteristic that the diagnosis was made 
with reasonable certainty before operation. Furthermore, the tumour 
ruptured before operation and caused severe intraperitoneal hemorrhage. 
The patient was a parous woman, aged 50, who, six, years after the 
menopause, complained of vaginal haemorrhage, similar to menstrual 
bleeding, associated with an abdominal tumour; the latter was clinically 
a left-sided ovarian tumour separate from the uterus. In the presence of 
an elastic, one-sided ovarian tumour of slow growth, associated with a 
slightly enlarged and apparently menstruating uterus, in a patient beyond 
the menopause, a probable diagnosis of granulosa-celled tumour was made. 
An operation was accordingly recommended. At operation the lower 
abdomen was found to be filled with blood, coming from the ruptured cyst. 
The rupture probably occurred during the rather vigorous cleansing of the 
vagina which preceded the operation. Subtotal hysterectomy and 
bilateral. salpingo-odphorectomy were performed. The patient’s recovery 
was uneventful. 

This account of the case is illustrated with photographs of the tumour; 
a microphotograph shows the definite tendency of the epithelial cells to 
group in circular form resembling small follicles, and the complete 
absence of round-celled infiltration usually found in malignant tumours. 
A microphotograph of the uterine endometrium shows a state of cellular 
activity and subepithelial hemorrhage resembling menstruating endo- 
metrium. The epithelium is proliferating and in places has broken 
through the basement membrane. The author is inclined to regard this 
as ,an early adenocarcinoma of the uterus, which seems to show that the 
endometrial hyperplasia produced by the tumour may in older individuals 
proceed to the development of a typical adenocarcinoma of the body. 

The author reviews the literature of granulosa tumours, the first case 
being reported in 1895 by von Kahlden as ‘‘Adenoma of the Graafian 
follicle with transition to carcinoma.’? He regards the tumours as 
relatively innocent, without a tendency to metastasize, and cured by 
removal of the tumour itself. 


Pia Soe Bell. 
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American Journal of Diseases of Children. 


Vol. 42, No. 1, July, 1931. 
*Lipoid histiocytosis (Niemann-Pick’s disease). H. G. Poncher. 
*Coronary thrombosis in an infant aged four months. R. E. Ramsay and 
R. M. Crumrine. 
*Congenital anzemia of the newborn: Necropsy and a review of the 
literature. H. D. Pasachoff and L. Wilson. 


Vol. 42, No. 2, August, 1931. 
*The respiration of premature infants, L. A. Shaw and F. R. Hopkins. 
Niemann-Pick’s disease (essential lipoid histiocytosis), B. Wascowitz. 


Vol. 42, No. 3, September, 1931. 
Meckes’s diverticulum : A pathological study of 63 cases. A. Christie. 
Persistent ductus ompholomesentericus with secondary ileosigmoidostomy 
and terminal peritonitis. M. 1. Bridgeman and F. R. Menne. 
Adherent congenital umbilical hernia. H. Milch. 


Lipoid histiocytosis. 

Niemann-Pick’s disease is, at present, separated from Gaucher’s disease 
in infancy on the grounds that in clinical manifestations, histo-pathology 
and biochemistry differences between the two conditions are to be found. 
Clinically the distinguishing feature in the case of Niemann-Pick’s disease 
is the presence of mental deficiency. 

The present paper gives full clinical, autopsy and histological details 
of a typical case of Niemann-Pick’s disease under the term ‘‘lipoid 
histiocytosis.” An interesting feature of the paper is a discussion of the 
possibility (previously raised by Knox, Wahl, and Schmeisser) that 
Niemann-Pick’s disease may be related to amaurotic family idiocy, In the 
case here described by H. G. Poncher the condition of the brain was stated 
to be typical of amaurotic family idiocy. 


Coronary thrombosis in an infant aged four months. 

In a search of the literature of coronary thrombosis the authors could 
find but one other report of its occurrence in infancy. Their own case 
was that of an infant aged four months who suddenly died ‘‘a cardiac 
death.” Autopsy disclosed thrombosis of the descending branch of the 


left coronary artery. This thrombosis was probably due to bacterial 
embolism. 


Congenital anemia of the newborn: Necropsy and a review of the literature. 

Of recent years there have appeared in pediatric literature a few 
reports of so-called primary anemia of the newborn. Though clinically 
similar it is probable that these cases form an unclassified group with a 
varying etiology and pathology. The case described by the present authors, 
with clinical and pathological details, is regarded as being due to an 
unexplained congenital developmental defect of the erythroblastic function. 
The case was fatal on the fifth day and histological study showed that 
although there had been a brisk myeloid reaction there had been hardly 
any response on the part of the erythroblastic system. Just before death 
the erythrocytic count was 416,000 per cm., with a colour-index of 1.0. 
There was no evidence of excessive blood destruction. 
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The respiration of premature infants. 

Nine premature infants were studied as regards respiratory rate, 
rhythm and volume. An extreme variation in the respiratory pattern was 
found. Thus the respiratory volume varied from 121 to 323 c.c. per minute 
per pound. ‘The respiratory rate varied from 36 to 87 respirations per 
minute, and there were also great variations in rhythm in the same infan 
at different times. : 

R. C. Lightwood. 


Gynécologie et Obstétrique. 


Vol. xxiii, No. 6, June, 1931. 

On some cases of ectopic pregnancy and of intraperitoneal flooding. 
Muller and Oberling. 

Deviation of the complement in the diagnosis of gonorrhoea in the woman, 
Izwojnicka and Zawodzinski. 

The treatment of puerperal infections, especially by fixation abscess. 
B. Sorrentino, 

A new method of temporary sterilization in the woman. Morhardt. 

The Thirtieth Congress of the Italian Society of Obstetrics and Gynee- 
cology. 

Vol. xxiii, No. 1, July, 1931. 

*The operation of Bouilly (anterior colpectomy and supravaginal amputa- 
tion of the cervix in the treatment of genital prolapse). Lenormant and 
Dreyfus. 

The results of the use of drugs in labour during 1930. J. Kreis. 
A tubal pregnancy removed four months after the death of the foetus at 
term, F, Canellas, 

*The diagnosis of pregnancy by the reaction of Brouha, Hinglais and 
Simonnet. Brouha and Hinglais. 

The obstetric and gynzecological literature of 1930. J. P. Greenhill. 


Vol. xxiv, No. 2, August, 1931. 

*Tuberculosis of the cervix uteri. Bonnet and Bulliard. 

Uterine fibromyomata and arterial hypertension. Vassitch. 

The influence of a restricted chloride regime on confinement. Hofstein 
and Petrequin. 

Dystocia by considerable accumulation of fatty tissue in the true pelvis. 
Tassovatz. 

On the pathology of vomiting in the pregnant woman. J. N. Polonsky. 

Textile convulsive whooping-cough in the pregnant woman. A. A, 
Lebedeff. 

Vol. xxiv, No. 3, September, 1931. 

Reports of the Seventh Congress of the Association of French-speaking 
Gyneecologists and Obstetricians. 

X-ray diagnosis in gynecology. G. Cotte. 

*X-ray diagnosis in obstetrics. J. L. Henrotay. 

Social methods of discovering cancer of the cervix uteri. Hamant and 
Koenig. 

The etiology, evolution and prognosis of the late hemorrhages of the 
puerperium. Andérodias and Péry. 

The treatment of the late heemorrhages of the puerperium, A. Couvelaire 
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The operation of Bouilly (anterior colpectomy and supravaginal amputation of the 
cervix in the treatment of genital prolapse). 

The authors describe this operation for prolapse which was first brought 
forward by Bouilly at the Congress of Surgery in 1896. It is noted that 
the operation is similar to the procedure described by Fletcher Shaw at 
the Royal Society of Medicine last year, having been practised in 
Manchester for 40 years. It is claimed that Bouilly’s operation is less 
complicated and more satisfactory. A series of 73 cases is reported, with 
three deaths. They have traced only 19 of the patients, none of whom 
had any recurrence at periods varying from seven months to 11 years. 


The diagnosis of pregnancy by the reaction of Brouha, Hinglais, and Simonnet. 

This reaction depends on the precocious growth of the seminal vesicles 
of the immature male mouse induced by the injection of the urine of 
pregnant. women. The growth is determined by the weight of the organs. 
The authors give 0.3 c.c. of urine daily for ten days. They contend that 
only one mouse need be used for each test, that urine is less toxic to young 
male than to young female mice and that toxicity can be removed by a 
method similar to that of Zondek. Examining 251 specimens of urine 
by this method they obtained 250 correct results and one incorrect result. 
The incorrect result was due to an error in technique. 


Tuberculosis of the cervix uteri. 

The authors reiterate that this is a rare condition. They record five 
cases. There are several methods of infection : The direct; by descent; by 
the blood stream and by the lymphatics. Infection by the blood stream 
is probably the commonest route. Miliary, ulcerating and papillcmatous 
types of tuberculosis are described. The ulcerating type is the most 
common. The symptoms resemble those of an endocervicitis or of carcinoma 
of the cervix, but small hemorrhages on coitus may be present for a 
much longer time than in carcinoma, which extends more rapidly. 
On physical examination there is nothing to distinguish the cendition 
from carcinoma except that the lesions are not quite so hard. On 
inspection with a speculum they are redder, that is less dark in colour, 
than in the case of carcinoma, The diagnosis is considered to be possible 
only by biopsy. Treatment depends on the extent of the disease and its 
presence or absence in other parts of the body. If the cervical involvement 
is primary and very localized, cauterization is sufficient; the best method 
being by the thermo-cautery. To avoid auto-inoculation, curettage is 
contra-indicated. When the lesion is more extensive, but still confined 
to the cervix, amputation may be sufficient but hysterectomy is preferable. 
If the lesion has spread beyond the limits of the cervix, hysterectomy is 
indicated and the abdominal route is recommended. 


X-ray diagnosis in obstetrics. 

Henrotay believes that X-rays are increasing in their usefulness in 
obstetrics and quotes Bumm, who considers that an X-ray room should be 
an obligatory annexe of a labour ward. He finds certain methods of radio- 
pelvimetry very exact but difficult to apply. Teleradiography during labour 
gives useful information regarding the adaption of the foetal head to the 
pelvic brim. Radiography permits of a definite diagnosis of pregnancy 
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before the indisputable clinical signs appear and may, therefore, be of 
great medico-legal importance. By this method pregnancy can be 
differentiated from tumours, multiple pregnancies and foetal abnormalities 
diagnosed, the death of the foetus can be proved, and assistance can be 
obtained in the diagnosis of extra-uterine pregnancy. 

A. A. Gemmell. 


Bulletin de la Société d’Obstétrique et de Gynécologie. 


No. 5, May. 1931. 
SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE DE PARIS 
A new treatment for cancer, A. C, Magian. 
On the bacteriological examination of pregnant women. Brindeau. 
The technique of medical confinement. Kreis. 


REUNION OBSTETRICALE DE LILLE. 

Six new cases of placenta previa treated by rapid evacuation of the 
uterus under spinal anesthesia. J. Montagne. 

Utero-placental apoplexy; hysterectomy. P. Picard, E. Olry and J. 
Lahaut. 

Torsion of a parovarian cyst in the puerperium. Delannoy and Gellé. 

A case of low trans-peritoneal Ceesarean section for complex dystocia. 
Paucot and Gellé, 

Suprasymphyseal Ceesarean section for a large child; oblique lie in a 
heart-shaped uterus with arrest of dilatation. Favreau. 

True uterus bicornis; dystocia from one horn preevia; disimpaction and 
removal by the upper route; confinement by the lower route. Favreau 
and Klein. 

Anomaly of painful symptoms in a ruptured extra-uterine pregnancy. 
Gaudier and Bournoville. 

A pelvic elevator. Paucot. 

Toxezemia of pregnancy; therapeutic abortion; vaginal Czesarean section. 
Bué and Palliez. 

An infectious dermatitis. Bué and Palliez. 

Albuminuric placenta without albuminuria. Favreau and Le Dourneuf. 

Chorea and pregnancy, Favreau, Le Grand and Le Dourneuf. 

Dystocia from malformation of the shoulder. (Enormous angioma). 
Favreau, Klein and Ie Dourneuf. 

Multiple foetal malformations; in particular, imperforate anus with 
absence of the rectum. René Palliez and Albert Deburge. 

A case of uterine fibroma in a uterus adherent to the abdominal wall after 
high Ceesarean section. H. Gaudier. 

A case of an enormous ovarian cyst which had grown with a normal 
pregnancy. Delannoy and Louis Gernez. 

A. case of vaginal impalement. LL. Bournoville and P, Decoulx 


REUNION OBSTETRICALE ET GYNECOLOGIQUE DE 
MONTPELLIER. 
A final communication on the rapid evacuation of the uterus. P. Delmas. 
A toxic form of pyelonephritis of pregnancy. Arrivat and Brémond, 
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Pregnancy in a double uterus. C. Loriot. 

Dystocia from a complete vaginal diaphragm discovered during the 
course of confinement. C. Loriot. 

Accidental perforation of an umbilical hernia in a newborn child. Arrivat 
and Brémond. 

Delmas’ method in the case of amniotic infection. R. Batlle. 

Double ovarian cysts mistaken for a fibroid and irradiated, Riche and 
Fayot. 

Solid tumour of the cvary (leio-myoma) with torsion and rupture of the 
pedicle. E. Godlewski. 


SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE DE 
STRASBOURG. 

*Two cases of cancerous infiltration of the left clavicular glands in car- 
cinoma of the cervix. surgically treated. R. Fournier. 

The technique and definition of trial of labour in cases of relative bony 
dystocia. Kreis. 

Remarks on trial of labour: R. Keller. 

A case of sarcoma of the vagina in an infant aged five months. Kleink- 
necht and Tassovatz. 

*False pains, premature rupture of the membranes and treatment of the 
dilatation. Kreis. 

The influence of a chloride-free regimen on parturition. Hofstein and 
Pétrequin. 

Parametric abscess of pregnancy. S. Muhlrad. 


SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE DE TOULOUSE. 

Hereditary polydactyly. Ménaché. 

Acute dilatation of the stomach after confinement occurring on two 
separate occasions in the same woman. Ménaché. 

Bilateral dermoid cysts; left salpingo-odphorectomy; right Walther’s 
operation ; subsequent pregnancy. Ducuing and Guilhem. 

Congenital ranula in a child six days old. Audebert and Guilhem. 

Krukenberg’s tumour simulating tuberculous peritonitis commencing in 
the genital organs. Ducuing, Guilhem and Vassal. 

Treatment of diffuse mastitis by subcutaneous total, or sub-total 
mamectomy. Ducuing and Gilhem. 

A foreign body (a compress) tolerated by a pregnant uterus. Baillat and 
Déhan, 

Spread of infection from the left appendage to the sigmoid loop, L,. and 
R. Dieulafé. 

Central placenta previa; lower segment Czesarean section after failure 
of Delmas’ method. Audebert and Estienny. 

Post-Czesarean uterine rupture at the end of pregnancy; escape of the 
whole ovum into the abdomen; hysterectomy; cure. Audebert and 
Estienny. 

Foreign bodies in the puerperal uterus; seriousness of induced abortion, 
Bertrand and Dieulafé. 

Extra-membranous pregnancy. Audebert and Estienny, 
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On the dangers of spinal anaesthesia and chloroform anzesthesia used 
together. Garipuy. 

Renal colic and pregnancy. Audebert and Aversenq. 

Normal delivery after lower segment Cesarean section. Audebert and 
Estienny. 

Diffuse post-partum peritonitis; colpotomy; Mickulicz’s laparotomy ; 
cure. Estienny. 

The Bordet-Wassermann reaction of the milk. Audebert and Averesenq. 

Reflections on eight cases of ectopic pregnancy, or the extra-uterine 
syndrome. Fournier. 

A case of pure fibroma of the ovary. Ducuing, Guilhem, and Rieunaud. 

Benign formations of retro-placental haemorrhage. Audebert and 
Estienny. 

Acute intestinal obstruction in a patient previously operated on for retro- 
version by the method of Doleris. Dambrin, Pommepuy, and Brun. 
Fibromyoma with a very hyperplastic type of glandular metritis occurring 
three months after the expulsion of a hydatidiform mole; total hyster- 

ectomy; cure. G. Pouchet. 

Late post-conceptional syphilis; foetus immune; death of the foetus on 
the eighteenth day from gonococcal septicemia. Audebert and 
Estienny. 

Induction of labour by quinine and pituitary extract. R. Fournier. 

Death of one fcetus in a twin pregnancy. Gay. 


No. 6, June, 1931. 

SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE DE PARIS 
*Ambulatory treatment of chronic cervicitis by Filho’s method. L,. Pouliot. 
*Attempted treatment of puerperal infections by the lysed vaccines, and 

bacteriological considerations. Lapointe, P. Brocq and L. Duchon. 


Two cases of X-ray therapy during pregnancy, with delivery at term of 
well-developed child. Lacomme. 


SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE D’ALGER. 
On the treatment of the serious forms of eclampsia by somnifene. 
Larribére. 
On nine repeated Czesarean sections. Laffont and Larribére, 
Shoulder presentation in an arcuate uterus ; rupture of the lower segment; 
hysterectomy. Laffont, Sésini and Sy. 


Treatment of breast abscesses by injections of peptone. Laffont, Fulconis 
and Ricard. 


Influenza and pregnancy. Laffont and Fulconis. 


The reaction of Vernes to resorcin in the course of child-bearing. Laffont 
and Sirjean. 


Jean 


The action of folliculin on the principal components of the blood in the 
normal woman. Chiapponi. 


Folliculin and glyceemia. Chiapponi. 


REUNION OBSTETRICALE DE LILLE. 


Lower segment Cesarean section followed by Porro’s operation for 
perforation of the lower uterine segment. Colle and Montagne, 
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REUNION’ OBSTETRICALE ET GYNECOLOGIQUE DE 
MONTPELLIER. 


Huge cystic fibroma developing in the broad ligament. Riche and Fayot. 

Endocervical carcinoma extending into the uterine body; the co-existence 
of glandular elements and epithelial pearls. Riche and Fayot. 

‘A case of fatal eclampsia during the eighth month of pregnancy. J. 
Coll de Carrera and A. Dufoix. 

On two cases of heterogenous recurrence of ovarian cysts. Riche and 
Fayot. 


SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE DE TOULOUSE. 


Removal of a gangrenous polypus during the eighth month of pregnancy ; 
normal confinement. Crussol-Gazal. 

Ovarian cyst, included in the. broad ligament, obstructing labour. 
Audebert, Estienny and Guilhem. 

Lower segment Czesarean section for hypertrophic cedema of the cervix. 
Audebert and Estienny. 

Cicatricial contraction of the vagina. H. Gay. 

Dystocia from a congenital, longitudinal band in the vagina. H. Gay. 

Two abnormal forms of cancer of the breast. Ducuing and Guilhem. 

Four cases of premature seven-months’ children, reared by artificial 
feeding. E..Estienny. 

The results of obstetrical spinal anzesthesia during two years. Audebert 
and Estienny. 


SOCIETE BELGE DE GYNECOLOGIE ET D’OBSTETRIQUE. 


A case of prolapse in a nulliparous woman. Rouffart. 

Intra-uterine examination by lipiodol. Rouffart. 

Two cases of intravenous pyelography. Rouffart. 

The prognostic value of the passage of meconium. Gosselin. 
Submucous fibromata, producing leucorrhoea, and X-rays. Groussel. 
Interstitial pregnancy, ruptured by abdominal trauma. Auciany. 
Knots of the umbilical cord in a case of monovular twins. Henrotay. 


Two cases of cancerous infiltration of the left clavicular glands in carcinoma of 
the cervix surgically treated. 

The author describes two cases in which there was a recurrence in the 
left clavicular glands. 

Case 1. A glandular swelling appeared 16 months after a Wertheim’s 
operation. There was no local recurrence. 

Case 2. A glandular swelling appeared one year after total hysterectomy 
with later X-ray treatment. There was extensive local recurrence in this 
case. 

It is stated that very few cases of a recurrence at such a distance have 
been recorded. The author considers that the spread was by the lymphatics 
via the lumbar glands. 


False pains, premature rupture of the membranes and treatment of the dilatation. 
Premature rupture of the membranes is caused by an irregular action 
of the uterine muscle; therefore, it is often seen when false pains are 
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present. False pains are due to a spasm of the cervix which is the result 
of hyperexcitability of the uterine muscle and is therefore treated with 
injections of spasmalgine. 


Ambulatory treatment of chronic cervicitis by Filho’s method. 

The author has devised a method by which this treatment can be safely 
carried out without putting the patient to bed. Cauterization with Filho’s 
pencil is continued until a well-formed black scar is present, The scar 
is immediately swabbed with a sterilized saturated solution of tartaric 
acid. This is followed by a copious vaginal lavage. A further treatment 
is never given less than three weeks after the first and the period of 
waiting must be extended until the cervix is healed. 


Attempted treatment of puerperal infections by lysed vaccines, and bacteriological 
considerations. 

The corrected figures of these authors show that they have treated ten 
patients for streptococcal septicaemia, all of whom had positive blood cul- 
tures, with eight resulting cures. They insist on the value of using a vaccine 
of the same strain as the infecting organism and also a polyvalent vaccine 
to deal with secondary infecting organisms. In the first few days they 
give, at six hourly intervals, one cubic centimetre of one of the two vaccines 
(lysed antistreptococcal vaccine or lysed polyvalent vaccine). Following 
this they alternate the vaccines from day to day until there is a definite 
improvement. It is important to continue the treatment until there is a 
clinical cure. 

It must be remembered that the immunity conferred by this method 
is fleeting and that if treatment is stopped too soon, there is likely to be 
a recrudescence of infection which is withstood badly. 


A. A. Gemmell, 


La Gynécologie. 


June, 1931. 
*Intraperitoneal haemorrhage from the surface of uterine fibroids by 
rupture of the subperitoneal veins. R. Chabrut. 
Fatal peritonitis after rupture of a suppurating lutein cyst associated with 
hydatidiform mole. B. J. Stepowski. 
Two cases of intramural pregnancy. V. Matveieff, 
July, 1931. 
*Obstetrical paralyses of the lower limbs. S. Muhlrad, 
The prophylaxis of postoperative pneumonia. A. I. Lourié and K. G. 
Podschibiakin. 
August, 1931. 
How often is puerperal infection due to infection of the nasal sinuses ? 
H. Vignes. 
*Placental pathology and its value in diagnosis. A. N. Morosovax. 
*The use of percaine as a spinal anzesthetic in gynecology. J. Colomb, 
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Intraperitoneal hemorrhage from the surface of uterine fibroids by rupture 
of the subperitoneal veins. 

While this complication is comparatively rare it gives rise to most 
severe symptoms. Following the description of his own case, the author 
points out that comparison with others to be found in the literature shows 
that there are certain features common to all. Thus, the subperitoneal 
fibroids are nearly always pedunculated. They are usually about the size 
of a uterus three months pregnant. There are large dilated veins on the 
surface which are frequently not covered by peritoneum. The blood found 
in the peritoneal cavity is always dark in colour. The tear in the wall 
of the vein is often large and fatal cases have been reported. 

Extraordinary cases are on record, such as one in which the venous 
wall was punctured by a calcareous mass in the degenerating fibroid. In 
another case the tear occurred at the site of adhesions to a neighbouring 
pyosalpinx. The clinical importance necessarily depends upon the amount 
of bleeding. The diagnosis is difficult in those cases in which repeated 
and small hemorrhages have occurred, and the symptoms in these cases 
resemble those of torsion of the pedicle. Small and repeated haemorrhages 
uiay result in the formation of encysted heematocceles, one of which may 
be found in the pouch of Douglas. 


Obstetrical paralyses of the lower limbs. 

Obstetrical paralyses of the lower limbs are rare. They can be divided 
into those having their origin in the spinal cord, in the vertebral column, 
and in the peripheral nerves. 

Under the first heading more than 100 cases were reported in the 
literature of paraplegia following hzemorrhage resulting from injury, into 
or near the spinal cord. In nearly all these cases the delivery of a breech 
presentation was accomplished with some violence. ~ Dislocation of 
vertebree is frequently recorded, 

Paralysis of the vesical and rectal sphincters has always led to a fatal 
termination. Heemorrhages have generally been found to be sub-dural, 
although they have occurred beneath the arachnoid membrane, in the 
substance of the cord and in the central canal. Paralyses originating from 
lesions of the peripheral nerves are exceptional. The infants in these 
cases have presented by the breech and delivery has been forcibly aided. 


Placental pathology and its value in diagnosis. 

This contribution contains a full description of the minute anatomy of 
the placenta and the changes which are supposed to occur in that organ 
in a syphilitic patient. This is the only disease fully considered, 


The use of percaine as a spinal anesthetic in gynecology. 

The preparation advocated is two or three cubic centimetres of a one in 
1,500 solution of the drug in 0.9 per cent saline and is of particular value 
when the Trendelenburg position is adopted. 

The patient is given morphia and scopolomine half an hour before the 
administration of the anzsthetic. Three centigrammes of ephedrine are 
given before the administration of the anzesthetic and three centigrammes 
before the operation is commenced. 
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A. maximum dose of 20 c.c. of the percaine solution is used and is 
injected between the third and fourth lumber vertebrae The drug must be 
injected very slowly, and about three c.c. are given in three minutes. The 
patient’s position is altered in accordance with the extent of the anzesthesia 
required and obtained. As a general rule if 20 c.c. are injected anzesthesia 
reaches to the second or third dorsal vertebra; if 15 c.c. are injected, to 
the fifth or sixth dorsal vertebra; with 10 c.c. anesthesia reaches the 
twelfth dorsal vertebra, and with six c.c. it reaches the fourth lumbar 
segment. The duration of the anesthesia is remarkably long, at least 
one and a half hours, and at the most two and a half hours. Perfect 
muscular relaxation is obtained, and when necessary mobilization of the 
uterus can be effected. The writer has not had personal experience of the 
drug during labour. 

Among the accidents noticed in administration are temporary cessation 
of respiration, for which one c.c. of lobeline is injected and oxygen 
administered. Intense headache had been observed in five cases and in 
one case it lasted for eight days, Retention of urine may also occur. 


A. J. Wrigley. 


Revue Francaise de Gynécologie et d’Obstetrique. 


April, 1931. 
The obstetrical school at Lyons during the last 50 years. Prof. J. Voron. 
*The signs of foetal maturity; the value of the centres of ossification at 
the knee. Prof. H. Eparvier. 
Scoliosis from an obstetrical point of view. J. Gaucherand. 
*The treatment of haemorrhages of the alimentary canal in the newborn. 
E. Bansillon. 
May, 1931. 
Maternity homes. Prof. P. Trillat. 
*Typhoid fever and the puerperium. Prof. J. Rhenter. 
*Post-partum phlebitis of four limbs. C. Gonnet. 


June, 1931. 
Shyness as a secondary sexual characteristic. Prof. M. Binet. 
*Tumours previa. Prof. J. L. Audebert. 
The diagnosis of pregnancy in the early months. Prof. V. Le Lorier. 
On the technique of low Ceesarean section. R. Sliwinski. 


The signs of fetal maturity ; the value of the centres of ossification at the knee. 

Conclusions: (1) Ossific centres correlated with foetal weight :—The 
greater the weight of the infants the more likely are they to possess knee 
centres of ossification. Tibial centres are not found in infants less than 
four pounds six ounces in weight. There is always at least one centre of 
ossification in infants more than six pounds two ounces in weight. 

The four centres are present in infants more than eight pounds in 
weight. 

(2) The correlation of centres of ossification with the length of intra- 
uterine life :—Of infants clinically at term 7.84 per cent were devoid of 
any of the four centres. It is difficult to fix the precise moment of the 
appearance of centres. 
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(3) A correlation of the size of the centres of ossification with other 
data showed that the diameter of the centres is variable and and is not 
related to the weight, height, or age of the infant. 


The treatment of hemorrhages of the alimentary canal in the newborn. 

The incidence of maleena neohatorum is about one in 500. Hamateme- 
sis is present in about 35 per cent of the cases of hemorrhage. Alone, 
hzematemesis is rare and implies that the bleeding has rapidly ceased 
or that the infant will die before the blood has time to traverse the 
intestinal canal. The usual source of bleeding is the first or second 
portion of the duodenum; more rarely the gastric mucosa, and occasionally 
the cesophagus. 

The author has conducted investigations to determine if syphilis is 
a cause but he concludes that it is rarely an etiological factor. Spurious 
malena from ‘swallowing maternal blood and from intussusception is 
noted. The latter has been seen as early as the second day after birth. 

Malena is often seen during the second day and rarely as late as the 
fourth. The treatment is to withhold milk and give, hourly, a diet of water 
with albumin and sugar. A mixture of adrenalin m. 2, calcium chloride 
gts. 15, and boiled water one ounce, is given in half-dram doses during 
24 hours. Small injections of ergotin have not been found of any value. 
If weight is lost rapidly one ounce of maternal serum may be given. 
This treatment is easy and will cure 80 to go per cent of the patients. 

If improvement does not occur after a day of this treatment, a blood 
transfusion should be given into the longitudinal sinus. One cubic 
centimetre of citrated blood per 100 grammes weight should be given. The 
mother’s blood may be incompatible with the infant’s and the author has 
seen a fatal result from this cause. He finds out of 153 infants, 22 had 
serum which was incompatible with the mother’s cells. 

The injection should be made at the posterior angle of the anterior 
fontanelle, and a small quantity of blood should first be aspirated with a 
separate syringe to make certain that the needle is in the sinus. When 
bleeding ceases small amounts of milk may be given. The use of the 


incubator is unnecessary unless the child is premature; haemorrhages are 
rare in premature children. 


Typhoid fever and the puerperium. 

The conclusions are that pregnant women are not immune to the 
typhoid bacillus. Typhoid fever occurring during pregnancy does not 
appear more severe than usual, and interruption of the pregnancy does 
not modify its course; however, its severity is greater when the onset is 
during the puerperium. Abortion or premature labour occurs in half the 
cases and depends on the gravity of the infection. It may occur at any 
stage of the fever but most often during the second week. The premature 
infants suffer from serious debility ; those born at term are normal and do 
not seem to have been infected during intra-uterine life. The coincidence 
of pregnancy does not call for alteration in the classical treatment 
of typhoid fever, but breast feeding should be forbidden. 


Post-partum phlebitis of four limbs. 
Two cases of this condition are recorded with progressive invasion of 
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a number of veins although the infection was of feeble intensity. 
Immobilization of the limbs is always necessary. Intravenous and intra- 
muscular antiseptic injections are without result. Leeches are of no 
value. In both cases a fixation abscess provoked a typical reaction, the 
invasion of veins ceased, and the symptoms disappeared. 


Tumours previa. 

The subject is dealt with in a lecture under the headings of origin, 
influence on labour, and treatment. Under ‘‘Tumours of the uterus’’ is 
tmentioned a rare case of hypertrophy of the anterior cervical lip which 
appeared at the vulva as a tumour as large as a fist. Czesarean section 
was performed. 

Mention is made of the liability of dermoid cysts to fall into the pouch 
ef Douglas and cause obstruction. The immobility of the broad ligament 
cyst produces the same result. All the rarities arising from the pelvic 
parieties are mentioned, and into this group are put hematoma from 
1uptured vulvo-vaginal vein and prolapsed kidney. 

There are three possibilities in labour complicated by praevia tumouts : 
spontaneous delivery, assisted delivery, and obstructed labour. The two 
rules, that a tumour less than the size of a hen’s egg will not give rise 
to obstruction, and that a tumour not elevated from the pelvis by the 
seventh month will give rise to obstruction are regarded as fallacious. 
A trial labour of four hours’ duration is suggested, after which, if the 
tumour has not risen out of the pelvis, Caesarean section is advised. 

R. L. Dodds. 


Bruxelles Médical. 


No. 39. July 26, 1931. 
*T wo cases of severe intraperitoneal haemorrhage from the pelvic viscera, not 
associated with ectopic pregnancy. C. Bosquet. 
No. 40, August 2, 1931. 
*The results of premeditated evacuation of the uterus. Prof. P. Delmas. 
No. 41, August gth, 1931. 
A. case of foetal gigantism. Nolens. 
No. 42, August 16, 1931. 
Diagnostic puncture of the left iliac fossa in cases of ruptured ectopic 
gestation. G. Hubinot. 
No. 43, August 23rd, 1931. 
The delivery of a dwarf. Nolens. 
No. 46, September 13, 1931. 
*The indications for and technique of episiotomy. M. Cheval. 
No. 48, September 27, 1931. 
*Manual removal of the placenta. M. Cheval. 


No. 49, October 4, 1931. 
*The early and differential diagnosis of pregnancy. R. Pollart. 
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Two cases of severe intraperitoneal hemorrhage from the pelvic viscera, not associ- 
ated with ectopic pregnancy. 

The hemorrhage in both recorded cases came from the rupture of a 
cyst of the corpus luteum. In the first case the cyst was ruptured during 
routine vaginal examination. Symptoms and physical signs of intra- 
peritoneal hemorrhage developed rapidly and laparotomy was performed 
at once. In the second case the rupture of the cyst occurred with the 
onset of a menstrual period. The symptoms and signs strongly suggested 
acute appendicitis and the patient was operated upon for this condition, 


The results of premeditated evacuation of the uterus. 

The method: advocated is that of manual dilatation of the cervix after 
the administration of a spinal anzesthetic. In the extraction of the child 
podalic version is preferred to delivery by the forceps. It is claimed that 
under efficient anzesthesia cervical dilatation is easy. 

The method is useful during the ninth month and the latter half of 
the eighth month of pregnancy in cases of eclampsia and pre-eclampsia, 
in cases of intra-uterine infection following premature rupture of the 
membranes, and in the prophylactic treatment of disproportion. It has 
also been successfully employed in cases of placenta preevia. 

During labour the method allows of rapid and easy delivery in cases 
of eclampsia, heart disease and foetal distress. 

Replying to critics who accuse him of resurrecting ‘“‘the abominable 
operation of accouchement forcé,” the author states that it is impossible 
to compare the operation of dilatation of the cervix conducted under spinal 
anesthesia with the same operation performed under inhalation anees- 
thesia. Failure to appreciate the safety and ease of administration of spinal 
anesthesia is widespread. Compared with the operation of Cesarean 
section, the method of Delmas does not require any of the extensive 
equipment, such as an operating theatre, instruments, and assistants. The 
uterus is emptied, in the majority of cases, in less than three minutes. In 
primiparee the operation should not take longer than six minutes. The 
amount of blood lost by the mother is almost negligible. The soft tissues 
of the birth canal are not lacerated during the operation. It is exceedingly 
rare for the operation to be followed by puerperal pyrexia. The mother 
did not die in any of the author’s cases. Finally he claims that the method 
does not expose the infant to any extra risk, thus differing from the other 
methods of artificial termination of pregnancy. 


The indications for and the technique of episiotomy. 

This article includes a detailed description of the anatomy of the pelvic 
floor, and a most complete account of the various operations for 
episiotomy, together with methods of resuture. It is well illustrated. 


Manual removal of the placenta, 

The author, with others, performed manual removal of the placenta 
upon 77 consecutive cases, on the supposition that puerperal infection was 
due largely to retained portions of placenta and membranes, and that 
manual removal offered a better chance of completely emptying the 
uterus. There were not any maternal deaths, although the majority of 
the patients had pyrexia in the puerperium, 
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The early and differential diagnosis of pregnancy. 

The author first states his dissatisfaction with the Ascbnelinn7oiidek 
reaction as not being too reliable, while in many cases a result is not 
obtained for three or four days. The method advocated for the early 
diagnosis of pregnancy is by the use of phloridzin. The intramuscular 
injection of this substance produces glycosuria. In the early weeks of 
pregnancy it is stated that a dose of two milligrams of phloridizin 
produces glycosuria whereas only a slightly smaller amount fails to do so. 
The technique of the test is as follows :-— 

A solution is prepared containing exactly two milligrams of phloridzin 
to one cubic centimetre of water. It is a good plan to put the patient on 
a low carbohydrate diet for 12 to 24 hours before the test which, therefore, 
should be done early in the morning. The urine is first examined for 
sugar, and if a negative result is obtained one cubic centimetre of the 
solution is injected intramuscularly. The urine is passed half an hour, 
one-hour, and one and a half hours after the injection and each specimen 
is tested for sugar. If sugar is found in the first specimen of urine taken 
there is no need to obtain the other two. Nylander’s reagent is used to 
test for sugar and a word of warning is issued that the tested specimen 
should be allowed to stand for some time before pronouncing a negative 
result. 

Fifty tests were made in 33 pregnant and 17 non-pregnant women. 
There was one certain mistake which occurred in the case of a woman who 
was four months pregnant. Three extra-uterine pregnancies were 
diagnosed correctly and in two cases in which portions of placenta were 
tetained a negative result was obtained. Several other findings of 
interest are noted. 


A. J. Wrigley. 


Le Bulletin Médical de Québec. 


April, 1931. 
*The indications for Caesarean section in placenta previa. B. Grenier. 


The indications for Cesarean section in placenta previa 

A patient, aged 31, eight months pregnant, had a sudden uterine 
hemorrhage. The previous history was normal. She had been operated 
upon at the third month of a previous pregnancy for an extra- 
uterine gestation. Ten months later she again became pregnant. 
Suddenly a furious hemorrhage occurred, and she was found in a 
pool of blood, pale and exsanguinated. The pulse-rate was very 
rapid. On vaginal examination the presenting part did not descend 
and a thick pad was felt between it and the finger. The placenta 
could be felt on passing the finger through the os, and the diagnosis of 
central placenta praevia was made, Czesarean section was advised. This 
was done and the patient and her baby lett the hospital on the fourteenth 
day, both doing well. 

The merits of the operation are discussed: in lateral placenta previa 
the bag of waters can be ruptured, which brings down the presenting part, 
thereby arresting hemorrhage; part of the placenta remains attached, 
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supplying the foetal circulation and giving the child a good chance of 
survival. The loss of the waters brings on labour. This procedure 1s 
advised only for multiparee. 

The second procedure, that of Braxton-Hicks, is to perform combined 
internal and external version, bringing down a foot, which acts as a 
tampon, arrests hemorrhage and stimulates labour. This is advised only 
for multiparee. 

The third procedure is that of manual dilatation followed by extraction. 
Instrumental dilatation is a blind operation, with dangers such as laceration 
of the cervix and laceration of the lower uterine segment. The uterine 
artery may be torn. When dilatation is complete, version and extraction 
are done. This procedure is advised in multiparee when the first free 
hzemorrhage occurs during labour and the cervix admits two fingers. 

For central placenta preevia Czesarean section is favoured. The first 
Ceesarean section .on a living woman was performed in 1500 by Jacques 
Nuffer, a gelder of pigs, who, according to history, successfully operated 
on his wife. Until the end of the nineteeth century the mortality was 
100 per cent. 

The statistics of Brindeau, a master of the subject, are given below. 
They relate to a large number of cases and directed the procedure in the 
author’s case with such a successful result. 


Maternal mortality Foetal mortality 
per cent per cent 
The method of Braxton-Hicks 16.6 55 
Version and extraction . 18 45 
Rupture of the bag of waters 10 55 
Ceesarean section ~ ats 6 6 


J. Tyle Cameron. 


Archiv fiir Gynakologie. 


Band 145, Heft 2, May 6, 1931. 

*Eclampsia and the distribution and exchange of ions. Analytical examina- 
tions of the blood and organs in the determination of the pathology 
and biology of eclampsia. H. Rossenbeck. 

Comparative researches concerning the distribution and forms of calcium 
in mother and child. (Part V: The biology of the newborn.) O. Timpe 
and K.Hellmuth. 

Potassium and calcium during gestation and their clinical significance. 
R. Spiegler. 

-The behaviour of the vegetative nervous system during the menstrual 
cycle as shown by the atropine-orthoklinostatic 1eaction. H, Eufinger 
and H. Arntz. 

Acid and alkali burdens during pregnancy. W. Scheringer, 

The pathology of the so-called penetration zone, with special reference 
to the genesis of hydatidiform mole and chorion epithelioma. H. O. 
‘Kleine. 
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*Induction of temporary sterility in female rabbits by spermatoxine. 
F. Ardelt. 

X-ray diagnosis of intra-uterine death of the foetus. F. Szellé. 

*Comparative biological and morphological investigations of the function 
of the corpus luteum. H. Siegmund. 

*The mode of action of prolan. E. J. Kraus. 

The utility of Manoiloff’s pregnancy reaction. A. Kabisch. 

The gynecology of Johann Aktuarios, J. Stur. 

Our attitude to extraperitoneal Caesarean section. C. Holtermann. 

Band 146, Heft 1 (July 16, 1931). 
(Festschrift for Hoehne) 

*Hoehne’s antefixation of the uterus: its technique and its results. 
O. Gragert. 

*Dilatation of the cervical canal by the Schatz-Hoehne metranoikter. 
H. Schneider. 

The influence of X-rays of different wave lengths on cholesterin meta- 
bolism. H. Hoehne. 

The influence of ultra-violet rays on cholesterin metabolism. _R. Hubert. 

*Clinical features and pathological anatomy of primary carcinoma of the 
vagina. O. Gragert and O, Bode. 

The significance of the leucocyte picture in the diagnosis of gonorrhoea 
of the female genitalia. E. Einbeck. 

The influence of alcohol on splenic blockage. B. Karitzky. 

*Concerning birth trauma. E.-A. Mueller. 

Polyneuritis and eclampsia. O. Bode. 

The electro-hysterogram. O. Bode. 

Further experiences with pernocton in obstetrics. O. Bode. 

Pressure and heat sensation of the external genitals in the female. 
M. Speiser. 


Eclampsia and the distribution and exchange of ions. Analytical examinations of 
the blood and organs in the determination of the pathology and biology of 
eclampsia. 

Ionic concentration in the serum and organs was measured after 
incineration. The conclusions of this 80-page paper are summarized 
as follows :—During the last three months of pregnancy the serum 
shows diminished sodium and increased chlorine ionic concentration : 
this displacement towards the acid side is more marked in the serum of 
nephropathic patients, and greater still in that of eclamptics. Such 
changes go hand in hand with diminution of buffer and carbon dioxide 
combining substances. In the muscles the sodium concentration, on the 
other hand, is increased, and more in eclamptics than in normal pregnant 
subjects : the same is true of the liver, the spleen, and especially of the 
kidney. The lungs contain less sodium. As compared with the brain 
of non-gravid subjects that of eclamptics contains more sodium in the 
cortex, much less in the medulla. It is suggested that, from quantitative 
increase of the factors which are responsible for the increased basal 
metabolism during normal pregnancy, in the eclamptic the intermediate 
carbohydrate metabolic processes are strained to breaking point with 
consequent tissue-alkalosis, paralysis of oxidative intramuscular meta- 
bolism and, finally, convulsions. The altered ionic distribution in the liver 
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is a defensive attempt to avert a catastrophic glycogen bankruptcy. 
Possibly the physiological acidosis of pregnancy is not due to increased 
metabolic formation of acids but is the expression of activity of a central 
(? hormonal) regulating mechanism which is endeavouring to accommo- 
date for alterations of tissue metabolism. These alterations are charac- 
terized by an increase of metabolism with economy of oxidation. Under 
the conditions of carbon-dioxide transportation and the carbon-dioxide 
combining properties of the blood which obtain in pregnancy, a diminished 
tension of carbon dioxide would be the primary and dominant factor, the 
alteration of balance between chlorine and sodium being secondary and 
compensatory. To explain the alterations of the balance of chlorine and 
sodium in the blood and tissues during pregnancy, an altered balance 
in the activity of the posterior and anterior lobe of the hypophysis is 
invoked : extreme alteration of this balance leads to eclampsia. 


Induction of temporary sterility in female rabbits by spermatoxine. 

A full summary is given of the immunological literature dealing with 
spermatoxine. The writer found that parenteral injection of ox sperm 
into rabbits increased fourfold the agglutinating titre of the serum, which 
gave rise to complement fixation with ox’s, rabbit’s, or sheep’s sperm, 
but not with pigs’ heart-muscle as the antigen. 


Comparative biological and morphological investigations of the function of the 
corpus luteum. 

The appearance of large sudanophile droplets of fat in lutein cells is 
evidence of degeneration. At the same time there is evidence of diminished 
corpus luteum function, as shown biologically (1) by disappearance of 
the cestrus-inhibiting action in mice and rats; (4) by return of the 
sensibility to pituitrin, which Knaus showed to be lost in rabbits during 
the period of activity of the corpus luteum. 


The mode of action of prolan. 

A further contention that much femains uncertain concerning the 
origin and .action of prolan, which it is not justifiable to regard as ‘‘the 
motor of sexual function’? in the sense of Zondek and Aschheim. In the 
male mouse administration of prolan prepared from human pregnancy- 
urine does not acclerate sexual maturity, as shown by experiment or 
by histological examination of the testis: it leads, however, in young 
mice and rats to accelerated and exaggerated growth of the accessory 
sexual organs—the interstitial cells of the testis, the preputial and 
ampullary glands, Cowper’s glands, the prostrate and vesicule seminales, 


Hoehne’s antefixation of the uterus, its technique and its results. 

Operative treatment of mobile retroversion, in the absence of pain, 
is unnecessary ; the patient is not to be informed of the malposition. In 
many cases, however, retroversion is the cause of symptoms, of which 
the most important are (1) a sensation of pressure on the rectum, sometimes 
associated with severe constipation ; (2) pain in the sacral region or lower 
abdomen ; (3) habitual abortion; (4) sterility ; (5) dyspareunia with tender- 
ness in the region of the prolapsed adnexa or the posterior wall of 
the uterus. Operation is indicated for fixed retroversion,-and for mobile 
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retroversion if associated with the specified symptoms. Hoehne’s tech- 
nique is described and illustrated. The round ligaments are shortened 
by a gathering suture buried under a purse-string suture; the vesical 
peritoneum is fixed over the uterus; ovariopexy is done if necessary; the 
utero-sacral ligaments are treated like the round ligaments and the pouch 
of Douglas is sutured. Late results in 280 cases out of 651 coming for 
re-examination included only six anatomical and three functional failures : 
there were no deaths and fifty-six patients afterwards gave birth without 
special difficulty to 79 live infants. 


Dilatation of the cervical canal by the Schatz-Hehne metranoikter. 

Hoehne, in 1920, revived the use of the metranoitker of Schatz, 
described in 1881: it consists of two half-cylinders of steel (recalling the 
blades of a hair-curling pin) connected at their lower ends by a circular 
spring. When the instrument is grasped and at the same time the spring 
compressed, by a special pair of forceps, the half-cylinders approximate 
to form a cylinder which is introduced and left in the cervical canal: the 
grasping forceps are released and removed and the pressure exerted by 
the spring through the half-cylinders dilates the canal to one finger’s 
breadth, partly directly but chiefly, it is said, indirectly by pressure on 
the regional nerves. From 12 to 20 hours are required. Before the use of 
the metranoikter dilatation by Hegar’s instruments, up to No. 7, may 
be required. In 750 cases here analysed, chiefly of abortion or pre- 
climacteric menorrhagia, no complication occurred; there were only 36 
failures; these failures were all in cases in which subsequent use of 
Hegar’s dilators was unsuccessful. The Schatz-Hoehne method is regarded 
as less likely to injure the cervix than ditatation by Hegar’s dilators; it 
avoids the danger of infection which is associated with occlusive 
laminaria tents. 


Clinical features and pathological anatomy of primary carcinoma of the vagina. 

An unusual case of primary carcinoma (choristoblastoma) of the vagina 
in a woman aged 59 is reported. The vagina, containing numerous 
discreet papillary carcinomatous outgrowths, producing large quantities 
of mucin, was removed together with the uterus by a vagino-abdominal 
operation: the papillae were covered by cylindrical epithelium without 
goblet cells, and their resemblance to rectal polypi seemed to indicate a 
carcinoma developed from inclusions of rectal mucosa. 


Concerning birth trauma. 

In considering the causation of intracranial bleeding at birth too much 
importance has been attached to increase of intra-uterine pressure and 
too little to constitutional debility in the foetus. Actual measurement 
shows that the average increase of pressure in the uterus during the 
pains is one-twentieth of an atmosphere, and the highest possible increase 
one-half. In addition to (a) the well-known rupture of the straight sinus 
by the tear of the tentorium, Mueller describes and illustrates (b) rupture of 
the dura immediately below the upper border of the lesser wing of the 
sphenoid with hemorrhage into the middle cranial fossa from tearing 
of the spheno-parietal (sphenoidal) sinus, and (c) rupture of the choroidal 
plexus with bleeding which is usually intraventricular, He also discusses 
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the signicance of (d) the punctiform hemorrhages in the central grey 
matter drained by the great vein of Galen (Schwartz, Z. Kinderheilk., 
1921 ; Deutsch. med. Woschenschr., 1924). Injections of the venous sinuses 
with umbrenal, subsequently X-rayed, showed an almost acute-angled 
junction of the vena magna Galeni, curving round the splenium of the 
corpus callosum, with the inferior longitudinal sinus. The correlation of 
birth trauma and symptomatology in the newborn demands much further 
study. Mueller enumerates and briefly describes the labyrinthine, head- 
breech (neck), striatum (Babinsky), auditory, visual and nystagmus 
reflexes in the newborn and remarks that their interpretation in terms of 
pathology is uncertain. He has found normal reflexes in infants who 
died, from tentorial tears, within the next forty-eight hours. 
W. E. Crowther. 


Zentralblatt fiir Gynakologie. 
July 18, 1931. 
Mechanism of labour in the posterior position. W. Haupt. 
Tuberculosis of the female genitals, with the account of a case. B. Waller. 
The possibility of recurrence in leucoplakia of the portio. H. Rogge. 
*Early separation of the placenta in two successive pregnancies at the 
beginning of the tenth month. J. Voigt. 
*The arrest of heemorrhage in abortion and after labour. _R. Vorster. 
The radical treatment of hemorrhoids by a single injection. H. Elsner. 
Precautions against the retention of gauze swabs in the abdominal cavity 
after operations. H. Katz. 
July 25, 1931. 
*An.investigation on pyelitis gravidarum. H. Grieve. 
Exact chromocystoscopy. C. Schroeder. 
An investigation of the renal function by means of X-rays. R. Goedecke. 
A criticism of the employment and usefulness of intravenous pyelography. 
B. Ottow. 
*The clinical course of enuresis ureterica. W. Walz. 
The recognition of hydro-ureters in congenital occlusion of the ureters. 
A. W. Hochloff. 
The late results of plastic muscle operations for female vesical incontin- 
ence. A. M. Mashbitz. 
Traumatic urinary diverticulum diagnosed as hysteria. F. Wolff. 
August I, 1931. 
Ovarium disjunctum. O.Frankl. 
Myxomatous masses on the cardiac valves in the newborn. I. Abramer. 
*Vaginal cyst causing obstruction to labour in a face presentation. 
W. Spitzer. 
Manoilow’s serum reaction in the diagnosis of pregnancy, M. Zelle. 
A scythe-shaped knife for vaginal operations. H. Hirschberg. 
Thymophysin. F. Meder. 
August 8, 1931. 
Maternal mortality. S. Peller. 
*The technique of Portes’ Czesarean section. L. Kraul. 
Experiences with intravenous avertin anesthesia. A. Krekeler. 
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Endothelsymptom in pregnancy. A. Bickel. 

The so-called erythrocyte sign in the early diagnosis of pregnancy. 
Kullitzy. 

Hydrops foetus universalis. A. Schweitzer, 

An enquiry into the method of care of the first stage of labour. 
N. Temesvary. 

The question of the treatment of inflammatory disease of the adnexa. 
G. Gambarow. 

August 15, 1931. 

Metastases in the supraclavicular glands as late symptoms of genital 
carcinoma, §S, Ernst. 

Observations on sexual frigidity in women. B. Liegner. 

The treatment of post-operative abdominal hernia with escape of the 
intestinal wall by means of Dr. Sarason’s laced bandage, H. 
Hellendall. 

A case of thrombosis of the inferior vena cava, R. St. Hoffmann, 

Intra-uterine death from strangulation by the umbilical cord. P. Schneider. 

*Ovarian pregnancy. St. Bolla and A. v. Gaal. 

Evacuation of the uterus by the abdominal route, F, Eberhart. 

August 22, 1931. 

*The X-ray diagnosis of intra-uterine death. E. Kehrer, 

The X-ray indications for the termination of pregnancy, H. Noujoks. 

Contraception by means of the Graefenberg ring. K. Sommer. 

The history of vaginal contraception, M. C. Stopes. 

Contraception and clinical teaching. W. Liepman. 

Contraception as part of clinical teaching. R. Elkan. 

Should the doctor refuse to give information about contraception ? 
E. Goldberg. 

The choice of experimental or practical testing of contraceptives. 
E. Grunhaut-Fried. 

Conception control in the hands of the private practitioner. F, Meder. 

The clinical use of Schering’s progynon. E, Praessecker and J. Stur. 

August 29, 1931. 

The configuration of the foetal skull and the differential diagnosis of 
difficulties in the X-ray photograph, F. A, Wahl. 

Ceesarean section after Strazsman’s operation for double uterus, E, G. 
Abraham, 

The technique of cervical Ceesarean section, P. Rismondo, 


August 29, 1931. 

The operative treatment of septic thrombophlebitis. E. Haim. 

The early diagnosis of puerperal infection, A. J. Bossowityki. 

Vasa aberrantia causing complications in delivery, H. Hofmann, 

Death following stryphnon gauze packing of peritonitis of hepatic origin. 
W. Spitzer, 

The erythropoietic function of bone marrow in treatment of gynzco- 
logical diseases by peat mud baths. A. W. Hochloff. 


September 5, 1931. 
The morphology and etiology of cystic hyperplastic glandular change of 
the female genital organs, in particular the so-called endometriomata. 
H. vy. Behring. 
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Anterior pituitary prolan and prolan A; their influence upon the male 
genital organs. H. O. Neumann and F. Peter. 

Ovarian transplantation combined with simultaneous treatment with 
synthetic hormone preparations. F. Siegert. 

Paraganglion cells and neurones in the hilum of the ovary in human 
beings and monkeys. R. Joachimovits. 

The technique of X-ray examinations of young infants. F. W. Wahl. 

Some observations on the uterine action of thymus extract. G, Daneff. 

The anatomy of the cervical portion of the uterus in non-pregnant women, 
and the changes undergone in pregnancy. B. S, Tarlo. 


September 12, 1931. 

The rudimentary uterus arid an analysis of the resulting symptoms. 
E. Kehrer. 

*Congenital total prolapse of the uterus. G. Maroudis, 

A case of prolapse of the carcinomatous cervix incarcerated by the hymen 
in a girl the subject of Basedow’s disease. M,. Matyas. 

*A case of chorion-epithelioma occurring during pregnancy. N. A. 
Pantschenko, 

The formation of an artificial vagina, J. Milander. 

The position of the patient in examination of the pelvis by Guthmann’s 
method. F. A. Wahl. : 

A reply to Professor Todt. A. Names. 


September 19, 1931. 

The corpus luteum in tissue culture. R. Borner and F. Klink. 
Latent intra-uterine infection and 218 in the penal code. W. Albert, 
Salt-free feeding and the problem of leucorrhcea, A. W. Bauer, 
Levator ani cramp as a disease sui generis. E. Kahn. 
The occurrence and cause of traumatic injury of the vagina in intercourse. 

A. Grunfeld. 
A posterior vaginal speculum which does not need an assistant. G. Daneff. 
A case of extra-uterine pregnancy thrice repeated. A. I. Ortenberg. 


September 26, 1931. 
Sterilization and contraception. H. Knaus. 
*Cohabitation in the cetiology of puerperal sepsis. J. Batisweiler. 
*Healing of a vulval carcinoma after operation and X-ray therapy, with 
subsequent pregnancy. F, Hermann. 
The reduction of mortality after Wertheim’s operation for carcinoma. 
P, Werner. 
Scarlet fever and Ceesarean section, W. Muller 
Narcosis 4 la reine with solesthin. E,. Arras. 
October 3, 1931. 
The treatment of carcinoma of the urethra. F. v. Mikulez-Radecki. 
Two cases of urethro-vaginal fistula of unusual origin. R. Schweigl. 
The technique of intravenous pyelography. J. Halban. 
The manner and cause of the change in the upper urinary tract in 
pyelitis gravidarum. P. Schumacher. 
The atrophy of the kidney induced by X-rays in the treatment of ureteric 
fistula. A. Walter and R. Deckner. 
Acute and severe bleeding from a cervical myoma, with healing of a 
post-operative uretero-vaginal fistula after irradiation, G, Frommolt, 
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The subcutaneous administration of pilocarpin for post-operative ischuria. 
O. Belitz. 


Early separation of the placenta in two successive pregnancies at the beginning 
of the tenth month. 

Voigt of Géttingen describes the case of a patient whose two pregnancies 
terminated with a concealed accidental hemorrhage at the 36th week. 
The first pregnancy occurred in an apparently healthy woman of 24 years 
whose pregnancy was quite normal until she suddenly developed the 
signs of severe concealed accidental hemorrhage. The uterus was emptied 
by a lower segment Czesaran section and was found to contain, in addition 
to the dead foetus and separated placenta, much fluid and clotted blood ; 
the upper uterine segment was covered with hemorrhagic patches varying 
in size from a pin-point to a 10 pfennig piece. Recovery after operation was 
uneventful, 

Three years later she reported that she was again six months pregnant, 
and she showed great anxiety as to the possibility of a recurrence, wishing 
for a living child. In view of her anxiety she was advised to report at 
once if she felt any abnormality. At 36 weeks she was again brought into 
the clinic with a most severe concealed accidental haemorrhage. At the 
second operation a careful inspection of the previous uterine scar showed 
it to be well healed and firm. Incision of the uterus was followed by 
the immediate presentation of the separated placenta and the dead foetus. 
The uterine cavity was filled with liquid blood and blood clot, and the 
uterine wall was again the site of numerous haemorrhages. 

Recovery after operation was again uninterrupted. The blood-vessels 
of the placenta were not abnormal in either case, and the author concludes 
that there must have been some unusual weakness of the maternal uterine 
blood vessels causing them to give way to form the hemorrhages behind 
the placenta and in the muscle wall. 


The arrest of hemorrhage in abortion and after labour. 

Reinhard Vorster of Goppingen describes a variation in the use ‘of 
pituitary extract in removing the retained products from a uterus in cases 
of incomplete abortion accompanied by much bleeding. When the bleeding 
is alarming during the dilatation of the cervix he injects two c.c: of 
pituglandol into the portio in an upward direction one to one and a half 
cm, above the external os. This procedure is followed by a strong con- 
traction of the upper uterine segment, the lower segment remaining widely 
open. The uterine contents can then be removed at leisure without any 
fear of further bleeding. 

At the end of the operation he gives one to two c.c. of ergotin in the 
same manner. He has employed similar treatment in cases of post-partum 
hemorrhage with rapid arrest of bleeding. He has not made injections 
into. the portio to initiate or hasten labour. 


An investigation on pyelitis gravidarum. 
Grieve analyses 100 cases of pyelitis gravidarum due to the bacillus coli. 
Ot the 100 cases 54 were subjectively and 4o objectively cured, Of these 
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30 remained well after their first attack in spite of further pregnancies. 
Two patients were considered to be absolutely cured although they them- 
selves complained of symptoms which could not be proved to have arisen 
from a lesion of the renal pelvis. Twenty-six patients were not cured 
clinically or bacteriologically, and there were 14 patients without symptoms 
who were not free from infection on bacteriological examination ; five of 
these patients had a recurrence of the disease during 11 succeeding 
ptegnancies. 

Fifteen patients were treated with vesical irrigation. In six cases this 
treatment was followed by negative bacteriological findings, while in 
nine cases they were positive. Eight patients were treated with coliyatren, 
Three of these had a recurrence, while eight remained free from a 
recurrence, 

In view of the frequent persistent bacteriuria following pyelitis and its 
recurrence in later pregnancies the writer points ovt the importance of a 
routine urinary examination and treatment after an acute attack. 


The clinical course of enuresis ureterica. 

Walz describes a case of enuresis due to an accessory extravesical 
ureteric orifice. The patient, an unmarried girl of 23 years, complained of 
a constant dampness from the involuntary passage of urine in spite of a 
normal duration of vesical retention and normal micturition. The small 
leakage of urine was found to come from a minute ureteric orifice on the 
right of the anterior vaginal wall at its upper end. This ureter was 24 cm. 
in length and extended to a double kidney, on the right side of which 
the lower pole communicated with the bladder by a normal ureter. The 
accessory ureter was dilated to the size of a thumb and communicated 
with a distended renal pelvis. The pole communicating with the normal 
ureter was shrunken and defective. 

For. this reason the writer decided to extirpate the right kidney, and 
he did this with the greatest ease. Recovery was uneventful and the cure 
of the patient’s incontinence was entirely satisfactory. 


Vaginal cyst causing obstruction to labour in face presentation. 

Spitzer describes a case of obstructed labour in a face presentation due 
to a cyst of the vaginal wall. The patient, a primipara of 30 years, had 
been in labour 48 hours when she was admitted to hospital. The 
presentation was diagnosed as a face on abdominal examination, and on 
vaginal examination the finger came upon a cystic tumour as large as an 
apple; the axis of the face was transverse, forward rotation of the chin 
being impeded by the presence of the cyst. In consequence the face was 
arrested at the brim. The tumour was opened and dark brown slimy 
contents were exacuated; the patient was then given an injection of 
pituisan-savabo and after 15 minutes strong pains recurred. Anterior 
rotation of the chin followed, and a living child was delivered in two and 
a half hours. 

The cyst was removed at the end of labour without difficulty, 

An examination of the wall of the cyst proved that it was the inflamed 
wall of a-persistent Gartner’s duct. ‘ 
~ The writer points out that difficulties in parturition due to vaginal cysts 
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are very rare and that this is only the second case due to the presence 
of a cyst Gartner’s duct. 


The technique of Portes’ Cesarean section. 

Kraul gives a résumé of the reasons for carrying out Czesarean section 
according to the technique of Portes. He considers that it is indicated 
in cases of obstructed labour when the infection of the patient is such 
that the only other alternative is Caesarean hysterectomy, and when, for 
various reasons, hysterectomy is contra-indicated. 

He describes the case of a girl, aged 23 years, with a generally contracted 
pelvis, who had, three years before, given birth to a living child after 
a long and difficult labour. On admission to hospital she had been in 
labour for 35 hours. The child was large and five days overdue. She had 
all the symptoms of threatened uterine rupture. To save her life and 
that of the child, which was still living, there were only two alternatives, 
and in view of her youth the conservative operation was undertaken. 
The patient had a temperature of 38°C., and the membranes had been 
ruptured for 17 hours, 

The child was delivered from the eviscerated uterus alive, the uterine 
incision was closed with a few silk sutures and covered with damp gauze. 

The pulse-rate of the patient fell two days later and her temperature 
became normal two weeks after the operation. During the course of the 
puerperium she developed left mastitis which needed incision and 
drainage. Later she had thrombo-phlebitis of the left leg which retarded 
her recovery. 

Reposition of the uterus could not be undertaken at the usual time 
because of the fear of peritoneal infection from the infected mammary 
discharge. At the end of six weeks the uterus had retracted so deeply 
into the abdominal wound, and the rectus fascia had become so adherent 
to the fundus of the uterus, that there was no possibility of a ventral 
hernia. The wound became almost closed by a growth of the epidermis 
over the uterine fundus. 

The vagina and cervix appeared, on pelvic examination, to be 
lengthened, the uterus was anteverted. 

The patient returned to work on the land on April 4th (the operation 
was on January 25th) and at this time utero-salpingography showed that 
the uterus was lying at the level of the fourth lumbar vertebra, It was 
dextro-rotated. The right Fallopian tube was permeable and the left 
closed, Further pregnancies are, therefore, still possible. In the event 
of another pregnancy it is anticipated that she will need another Cesarean 
section. 


Ovarian pregnancy. 

The patient was aged 28 years. She had had 10 previous pregnancies, 
seven of which were single, one a twin pregnancy, while on two occasions 
she had miscarried. Her last menstrual period occurred on 25th October, 
1930. Four weeks later she suffered from faintness and dizziness, but not 
from abdominal pain. On December 1st she had acute cramp-like pains, 
vomiting and fainting. On December 2nd she was taken to hospital, where 
laparotomy for ruptured ectopic pregnancy was performed. The uterus 
and right adnexa were normal, the left Fallopian tube was slightly 
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enlarged. In the left ovary there was a purple swelling the size of a 
bean, with a small punctured hole on its surface. After the removal of 
the left adnexa the Fallopian tube was further examined to determine its 
non-participation in the pregnancy. 

The patient was discharged well 13 days later. 

The swelling of the ovary was seen, in cross section, to surround a 
cavity which was enclosed in a membrane half a millimetre thick and 
one millimetre in diameter, the whole being placed in a typical corpus 
luteum. There were not any other pathological changes in the ovary. 
In the wall of the cavity in the corpus luteum typical trophoblastic cells 
were found, The writers regard the case as one of intra-follicular ovarian 
pregnancy. 


The X-ray diagnosis of intra-uterine death, 

Kehrer reviews the clinical and subjective evidence of intra-uterine 
death and points out the difficulty of confirmation by physical examination 
of the abdomen in a fat woman and in cases in which the back of the 
foetus is posterior. In such cases he considers that the X-ray is of value 
in the diagnosis. A poorly marked outline of the skull would be suggestive 
of foetal death. Asymmetry of the skull is also considered to be a sign 
of foetal death by Horner and Samuel. Lateral flexion and torsion also 
occur after the death of the foetus. One limb constantly raised behind 
the head also suggests foetal death. 


Cesarean section after Strazsman’s operation for double uterus. 

Abraham refers to nine cases treated for failure of union of some part 
of the Miillerian ducts by plastic operations and in which the patients 
later became pregnant. He now reports a tenth case which became 
pregnant and which required operative treatment to bring about delivery. 
The patient, aged 20 years, first came under observation for gonorrhoea 
of six months’ standing. On examination she was found to have a 
complete vaginal septum. A uterus opened into the vault of each vagina. 
Both cervices were infected with gonorrhcea, After treatment and cure 
of this condition she was informed of the malformation and a plastic 
operation was suggested. 

On laparotomy the uterus bicornis bicollis was split vertically aleng 
the two neighbouring edges and the septum between them was divided 
to the level of the internal os. The two halves were then united by a 
sagittal suture, beginning on the front of the uterus and going across 
the fundus to the level of the junction with the vagina behind. The vaginal 
septum was then excised with the patient in the lithotomy position. The 
result was a vagina of moderate width and a single, apparently normal, 
portio. The post-operative course was uneventful except for a slight rise 
of temperature during the first four days. The patient was discharged 
well three weeks later. 

She became pregnant five months after operation and was allowed 
to go into labour at term. Lower segment Caesarean section was carried 
out because of disproportion. At the operation adhesions to the old uterine 
scar were not disturbed because sufficient space was available for incision 
below them. After evacuation of the uterus the previous scar could not 
be identified. The patient’s convalescence was complicated by right 
pyelitis, and the formation of a utero-abdominal fistula which closed 
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rapidly during the puerperium, She was discharged after 35 days in 
hospital with a well-healed scar. 


Congenital total prolapse of the uterus. 

The mother, aged 23 years, was in every way normal and was known 
to have a negative Wasserman reaction. Her first two pregnancies ended 
in miscarriage at the second and third months respectively. The third 
pregnancy went to term and labour was terminated by the forceps on 
account of delayed delivery. The foetus was stillborn and was found to have 
a tumour the size of an orange protruding from the genital cleft. The tumour 
contained the fundus uteri, the Fallopian tubes, the ovaries, the sigmoid 
colon, the rectum and the fundus vesicee. The pelvic floor was found to be 
markedly defective in muscular tissue. The external genital organs were 
normally developed and the hymen was present. The urethral orifice 
was difficult to identify and very narrow. There were not any other 
foetal abnormalities. In particular the spine and pelvis were normal. 

The writer considers that the condition in his case was due to a defect 
in development of the pelvic floor, the cause of this muscular defect was 
not clear because an abnormality in the nerve supply to these muscles 
could not be found. 


A case of chorion epithelioma occurring during pregnancy. 

The patient, aged 45 years, had had six children and four miscarriages. 
She had last menstruated two and a half months before her admission 
to the clinic of the October-Krankenhaus in Kiev for severe haemorrhage. 

A blue-grey nodule, the size of a hazel nut, in the posterior vaginal wall 
two centimetres below the external os, was noticed. The cervix was 
slightly open and blood was escaping freely. The uterus was anteflexed 
and enlarged to the size of a three and a half months’ pregnancy. 

A provisional diagnosis of either hydatidiform mole with a metastatic 
growth in the vaginal wall, or a primary chorion epithelioma was made. 
In view of her age it was decided to extirpate the uterus and its contents 
together with the upper part of the vagina which contained the nodule. 
Extirpation was followed by deep X-ray therapy. The patient has had 
good health since operation. The uterus was found to be filled by a 
vesicular mole, The two normal layers could not be found anywhere on 
histological examination of the villi. The muscular wall was not invaded 
by trophoblastic tissue and, therefore, the condition was not malignant. 
The ovaries contained typical lutein cysts. 

The vaginal nodule possessed the characteristics of a chorion epithelioma 
and, therefore, this case comes into line with those of von Halter and 
others, being a primary ectopic vaginal chorion epithelioma during preg- 
nancy. The author refers to another similar case in which the vesicular 
ole was evacuated while the local incision of the vaginal nodule was 
postponed until her condition had improved. The vaginal nodule dis- 
appeared after three weeks and, therefore, there was no opportunity to 
decide by histological examination whether this was a case of metastasis 
or one of primary chorion epithelioma. 


Cohabitation in the etiology of puerperal sepsis. 
Batisweiler reviews the reasons for enjoining sexual abstinence during 
pregnancy. He divides this period into five parts for his discussion. 
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1. During the first half of pregnancy, when coitus is liable to cause 
miscarriage. 

2. The second half of pregnancy, when it may give rise to habitual 
abortion or premature labour. 

3. During the last three to six weeks of pregnancy, when it may lead 
to premature rupture of the membranes followed by the onset of labour 
with septic infection. Coitus should be entirely forbidden during this time. 

4. During labour, with grave risk of infection with instances of fatal 
results. 

5. In the early part of the puerperium. He points out that severe 
heemorrhage and infection may follow coitus during the first two weeks 
of the puerperium. It should be forbidden for four weeks after delivery. 

He considers that aseptic obstetric practice is useless unless the medical 
profession takes a clear stand in this matter. In support of his argument 
he instances several fatal cases which have occurred in his own practice. 


Healing of a vulval carcinoma after operation and X-ray therapy with subsequent 
pregnancy. 

Hermann describes a case of extensive vulval carcinoma in a woman of 
27 years. This was treated by radical excision and removal of the inguinal 
glands. A small local recurrence in the scar was excised shortly after 
the operation, and this was followed by a full: course of deep X-ray 
treatment. Radiation was followed by a period of complete amenorrhcea 
for three years. The patient gave birth to two boys six and seven years, 
respectively, after the operation. These children are both well developed, 
intelligent and up to the standard of their age in school. 

The author points out that the birth of these two healthy children does 
not support the theory that late-developed Graafian follicles, when 
fertilized, give rise to defective children. 

R. H. B. Adamson. 


Zeitschrift fir Geburtshilfe und Gyndkologie. 


Vol. xevii, March, 1930. 
A correction and completion of the article by Willie, entitled ‘‘200 cases 
of the Charité Lying-in-Hospital.”” A, Martin. 
The measurement of the work done by the uterus—‘‘Tokergometry.”’ 
Crodel. 

*The morphological and functional reaction of the female rodents’ 
genitalia to air starvation. N. Alders. 

*The elasticity and permeability of the human chorion and amnion. A, 
Hermstein. 

*Peculiar carcinomatous leucoplakia of the vagina and its significance in 
early diagnosis, treatment and prognosis of vaginal .cancer. H. 
Hinselmann. 

The effect of postural changes on women and their effect on the menstrual 
cycle. M. Schaare. 

Hydrops universalis congenitus. A. Bock. 
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*The mortality following vaginal and abdominal methods of treatment in 
placenta previa. E. v. Ammon. 

*The treatment of septic abortions. H. Sommer and H. Ziegeler. 

*Myomata and their treatment. W. Scheidt. 


Vol, xevii, May, 1930. 

*The movements of the non-pregnant human uterus as seen by the X-rays. 
G. K. F. Schultze. 

*The calcium problem (an experimental investigation on the influence 
of hyperemesis therapy on the calcium and potassium contents of human 
blood). M. Rodecurt. 

The connective tissue index of leucoplakias II°, I1I°a, III°b, and its con- 
nexion to an early carcinoma. H. Hinselmann. 

*Six cases of tubal torsion. A. Gengenbach. 

Secondary rectal dermoids. B, Ottow. 

*A contribution to the method of passage of streptococci through the 
uterus. A. Schonig. 

. Vol. xeviii, July, 1930. 

*Experimental protein feeding to the pregnant and non-pregnant. Part I. 
Nitrogen retention. Part II. The amino-acids. Part III]. Hydrogen- 
ion regulation. O. Bokelmann and W. Scheringer. 

The combating of collapse in animal experiment. E. Holzbach and E. 
Kottlors. 

*The gas-content of blood from the umbilical cord before and after birth. 
G. Haselhorst and K. Stromberger. 

*The large-celled solid carcinoma of the ovaries, (Carcinoma of the pseudo- 
hermaphrodite, hermaphrodite and infants of both sexes after Robert 
Meyer). H. O. Neumann. 

*The increase in weight of the newborn as the result of post-natal blood 
transfusion. G. Haselhorst and A. Allmeling. 

A discussion on the necessity for a reconsideration of the endocrinolo- 
gical symptomatology together with a contribution to constitutional 
therapy in the woman. E,. Glasmer. 

A case of transitory polyuria and polydipsia at the end of pregnancy. 
W. Mestitz. 


The morphological and functional reaction of the female rodents’ genitalia to air 
starvation, 

The author investigated the action of ovarian and anterior pituitary 
hormones upon rodents kept in a special apparatus from which it was 
possible to exhaust a good deal of the air and so procure conditions com- 
parable to those found at high altitudes. Histological changes did not 
take place in the genitalia of two guinea-pigs and two mice kept in the 
apparatus with pressure reduced. The action of menformon, when given 
to such animals, was not altered. Similarly the action of the anterior 
pituitary hormone upon the genitalia of infantile mice was unaffected by 
pressure changes. 


The elasticity and permeability of the human. 


The author points out that if the site of spontaneous rupture of the 
membranes is examined it is found that the chorion has invariably 


retracted a quarter to half a cubic centimetre. He then describes a series 
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of experiments demonstrating that :—(1) The resistance of the membranes 
is greatest at the lowest pole of the ovum and increases as the placenta 
is approached. (2) The amnion is more resistant than the chorion. (3) The 
chorion does not allow fluid to pass easily. The amnion is permeable, and 
(4) Organisms do not pass the intact amnion and chorion, but they easily 
permeate the amnion alone. 


Peculiar carcinomatous leucoplakia of the vagina and its significance in early diag: 
nosis, treatment and prognosis of vaginal cancer. 

A description is given of the colposcopic appearances of vaginal 
leucoplakia. Microphotographs are shown to illustrate the difference 
between normal and abnormal patches of the vagina. That leucoplakia 
may become carcinomatous is shown by the series of changes which the 
author found and illustrates in this paper. The changes in the vagina 
occur in small areas of about 25 sq. cm. in size; they may be missed by 
the naked eye. A magnification of 10 diameters is obtained by means 
of the colposcope. Typical patches seen with this instrument contain red 
and white areas which have typical microscopical appearances. The author 
was able to discover a carCinoma whose surface measured 0.2 sq. mm. 


The mortality following vaginal and abdominal methods of treatment in placenta 
previa. 

The author gives a very extensive review of the literature on placenta 
previa and arranges the methods of treatment adopted by a large number 
of obstetricians into 14 tables :—I. Spontaneous delivery. II. Vaginal 
plugging. III. Rupture of the membranes only. IV and V. Braxton- 
Hicks’s version. VI. Bringing down a leg in breech presentations. VII 
and VIII. Intra-ovular metreurysis. IX. Extra-ovular metreurysis. 
X and XI. Version and extraction. XII. Anterior hysterotomy. XIII. 
Abdominal Cesarean section. XIV. A summarizing table. 

In each table the author gives the number of cases of each investigator, 
the maternal mortality due to hemorrhage, sepsis or post-operative 
complications and the infantile mortality. 

The lowest maternal (19.0 per cent, 3.0 per cent, 6.6 per cent, and 2.3 per 
cent) and foetal (28.8 per cent, 24.3 per cent, 36.0 per cent and 18.4 per cent) 
mortalities were recorded in the cases treated by rupture of the membranes, 
spontaneous delivery, anterior hysterotomy and abdominal Czesarean 
section. The maternal mortality in the cases treated by Braxton-Hicks’s 
version, version with extraction and bringing down a leg was 7.5 per cent, 
11.7 per cent, and 6.0 per cent respectively, the foetal death-rate 69.5 per 
cent, 48.6 per cent, and 65.0 per cent. The maternal mortality in the cases 
in which metreurysis was employed was 10.4 per cent, and the foetal 50.0 
per cent. The highest maternal death-rate, 20.0 per cent, occurred when 
vaginal tamponage was employed and in this series of cases the fcetal 
mortality was 63.1 per cent. 


The treatment of septic abortions. 

The author deals only with cases in which there was definite evidence 
of the passage of organisms into the blood. Many of the patients had 
rigors before admission to hospital. Eleven hundred and fifty patients 
were treated in one and a half years by the expectant method with a 
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mortality of 0.7 per cent, including five cases of infection by gas-forming 
organisms: The point most stressed by the writer is the necessity for 
allowing an active immunity to develop in the patient before evacuation of 
the uterus is resorted to. 


Myomata and their treatment. : 

The author found the incidence of myomata to be 4.4 per cent in 11,179 
gynecological cases. ‘The tumours varied in size from that of a fist to 
an adult head. In 7.0 per cent of the cases treatment was not required. 
X-rays and radium are advised only for patients over 45 years of age who 
have small tumours and in whom operation is contra-indicated. It is never 
advised for submucous fibroids. Operations were carried out in most cases, 
the procedure depending on the conditions found. Total extirpation of the 
uterus was performed in all malignant cases, when inflammatory adnexal 
tumours were present, for cervical fibroids, and in the presence of any 
secondary changes in the fibroids. Tables are given to show the morbidity 
for the various operations. The results are compared with those of many 
other operations. 


The movements of the non-pregnant human uterus as seen by the X-rays. 

A -novel method of estimating the uterine contractions was employed 
by the author; injection with lipiodol followed by radiography. The 
tone of the uterus was estimated by the shadow cast. Poor tone is 
characterized "by a rounded cavity ; an improvement in tone gives a definite 
three-cornered shadow. Tone may alter while the examinations are being 
made and is the basis upon which the contractile power of the uterus is 
estimated.’ Four varieties of contraction were observed :—(1) Marginal 
contractions. Superficial irregular notching of the uterine wall, which 
may be the forerunner of a complete contraction, occurs. (2) Localized 
single contractions. These are circular in outline, sharply defined, persist 
spastically for a considerable time and appear at definite sites, viz, at the 
entrance of the Fallopian tubes and at the internal os. (3) Contraction of 
junctional segment of the uterus. This produced movement of the uterine 
contents. (4) Complete contraction. The uterus appears narrow and 
elongated. The result of this is expulsion of the uterine contents into the 
vagina. Mechanical stimuli created stronger contractions than pharma- 
cological. Pituglandol produced a complete contraction lasting one or 
two minutes. The reactions of different uteri to this, however, varied. 
Adrenalin and-gynergen did not produce contractions. Atropine and 
paperverin did not produce relaxation. 

During menstruation the tone is diminished, but in infantile uteri with 
dysmenorrhoea it is increased. 

The author has illustrated his articles with a hundred X-ray pictures 


The calcium problem (an experimental investigation on the influence of hypere- 
mesis therapy on the calcium and potassium contents of human blood). 

The author administered a series of substances, utilized for the treatment 
of hyperemesis gravidarum, and subsequently estimated the blood calcium 
and potassium. The substances used were. calcium preparations, vigantol, 
physiological saline, Ringer’s solution, salt,. 10.0 per cent sodium chloride 
intravenously, pregnant serum, insulin, ‘agomensin, ovobrol, placental 
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extract, liver extract, suprarenal and thyroid hormones, epithelial cell hor- 
mone, gravomit (tetra-acetylglykocolyl-thylamin) milk, folliculin, and dis- 
tilled water with blood intravenously. Tables are given to show the results, 
and the conclusions drawn are: (1) The calcium problem cannot be solved 
by blood examination alone. (2) Calcium, together with vigantol (ovary 
and pathathyroid), are useful prophylactically and therapeutically in the 
toxzemias of pregnancy. (3) If the calcium therapy fails, then insulin, the 
patient’s serum and serum from a pregnant woman are recommended, 


Six cases of tubal torsion. 

The author describes six cases of tubal torsion uncomplicated by the 
presence of an ovarian tumour. In all the cases the Fallopian tubes 
appeared te be abnormally long. The diagnosis was made only at opera- 
tion. 


A contribution to the method of passage of streptococci through the uterus. 

A case of streptococcal sepsis is described. The patient was delivered 
of a premature live fcetus which subsequently died. Post-mortem 
examination showed that it died of streptococcal infection. It is suggested 
that the infection passed through the placenta to the child. No other 
case of undoubted passage of streptococci through the placenta could be 
found in the literature. That foetal infection could be produced experi- 
mentally was shown by injecting pregnant animals with streptococci. 
It is pointed out that the humar:fptacenta strongly resists the passage of 
organisms. Before organisms can pass through the placenta the mother 
must have a severe and prolonged blood infection; she will succumb 
before the foetus is infected. 


Experimental protein feeding to the pregnant and non-pregnant. Part I: Nitrogen 
retention. Part II. The amino acids. Part III]. Hydrogen-ion regulation. 

For two or three days the author gave a mixed diet with a caloric value 
of 1,900 to pregnant and non-pregnant patients. During this time they 
were kept in bed. On the third or fourth day about 1,000 grams of meat, 
divided into five rations, was allowed for one day. The gravid women 
were between seven and nine months pregnant. Subsequent examinations 
of the urinary nitrogen showed that during pregnancy the increase in the 
nitrogen excretion was 49.5 per cent; in the non-pregnant it was 62 per 
cent. The author discusses what happens to the retained nitrogen. He 
points out. that in the later months of pregnancy the foetus needs a large 
quantity of nitrogen. During pregnancy increased nitrogen intake does 
not seem to increase the nitrogen of the blood ; this suggests that the foetus 
gets its nitrogen as resynthesized albumin rather than as amino-acids. 


The gas content of blood from the umbilical cord before and after birth. 

The author found that during the last weeks of pregnancy the arterial 
blood in the umbilical cord contained 0.84 volumes per cent of oxygen and 
47.03 volumes per cent of carbon dioxide. The vein had 3.97 volumes per 
cent of oxygen and 44.95 volumes per cent of carbon dioxide. Immediately 
post-partum before the commencement of respiration the values - were, 
oxygen 3.4 volumes per cent, carbon dioxide 46.21 volumes per cent in 
the artery and 10.14 volumes per cent, and 40.71 volumes per cent 
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respectively in the vein. The alteration of the circulation and the uterine 
contractions are suggested as the cause for these increases 


The large-celled solid carcinoma of the ovaries (carcinoma of the pseudo-hermaphro- 
dite, hermaphrodite and infants of both sexes after Robert Meyer). 

The author states that these sex gland blastomata may occur in the 
following abnormal sexual beings :— (1) Sexually immature males. (2) 
Pseudo-hermaphrodites, (a) Male type, (b) Female type. (3) Glandular 
hermapkrodites. (4) Sexually immature females. He suggests that the 
terms, large-celled alveolar sarcoma, granulosa-cell tumour, seminoma 
endothelioma, large-celled carcinoma and large-celled testicular carcinoma 
of the Kaufmann-Sakaguchi type, used by pathologists are really describ- 
ing the same type of tumour. Neumann collects the cases from the 
literature and describes his own in detail, illustrating his paper with 
microphotographs. 


The increase in weight of the newborn as the result of post-natal blood transfusion. 
The author points out that the greatest increase in weight, 97 per cent 
of the total, takes place in the first 15 minutes after delivery, only three 
per cent occurs in the next 15 minutes; 79 per cent takes place in the first 
five minutes. These figures are important in deciding when to sever the 
umbilical cord. M. Datnow. 


Miinchener Medizinische Wochenschrift. 


July 24, 1931. 
*The clinical aspects of carcinoma of the ovary. W. Liepmann. 
July 31, 1931. 
*The meaning of menstruation. P. Feldweg. 
The treatment of amenorrhocea by ‘Ovarian Panhormon.’’ S, Leopold. 
August 7, 1931. 
*Can unsuccessful contraceptive agents harm the foetus? T. Gott. 
*Studies in sex physiology. VI. (Borst, Déderlein and Gostimirovié). 
D. Gostimirovié. : 
The use of substances from the body in the treatment of cancer. M. 
Hochrein. 
The autochemical influence of the cervical canal and its therapeutic 
possibilities (Gyanovula), O. Polano. 

*Methods in the diagnosis and treatment of sterility. R. Amersbach, 
The Roman Catholic teaching concerning emptying the uterus. F. Riss. 
August 14, 1931. 

A new and simple speculum for examining the ears of infants. R. Lederer. 
August 21, 1931. 
*Further investigation into the alkaloid content of the various preparations 
of ergot. K. Schiibel. 
*Clinical experiences with ergotin-merck neu. H. Wintz. 
A new instrument for introducing medicaments into the cervical canal. 
M. Rodecurt. 
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August 28, 1931. 
Chinovagin in ambulant practice. E. Wolf-Jacob. 


September 4, 1931. 
Inflammation of the uterine adnexa and its treatment. C. Wigger. 


Myoma of the uterus, I. E. Vogt. 


September 11, 1931. 
Myoma of the uterus. II. E. Vogt. 


October 2, 1931. 

*The pharmacological basis for the action of quinine on the uterus. 
K, Schiibel, 

October 9, 1931. 

*A suggestion for the effective early treatment of urethral discharge in 
women and the prevention of ascending gonorrhoea, A. Sack and R. 
Amersbach. 

*The pathogenesis and therapy of fluor albus, E. Pulay. 


The clinical aspects of carcinoma of the ovary. 

Nearly 25 per cent of ovarian tumours are, or become, malignant; 
carcinoma of the ovary is more common than carcinoma of the body of 
the uterus. Moreover these tuniours affect women between 30 and -50 
years of age. Liepmann is of the opinion that the significance of these 
figures is not fully appreciated and insists that every ovarian tumour, 
whether it causes symptoms or not, requires operative investigation. 
Frozen sections of the tumour should be made as soon as it is removed, 
so that the surgeon may be guided as to what further steps are necessary. 
Although X-ray treatment of malignant ovarian tumours is unsatisfactory 
such treatment should be carried out after the tumour is removed in 
order to prevent metastases. 


The meaning of menstruation. 

The first menstrual period is a sign that a girl is capable of repro- 
duction. Menstruatio praecox (before the ninth year) is usually associated 
with pathological tumours. Feldweg investigated the histories of 3,000 
women and discovered a clear relation between genital function and the 
age of onset of menstruation. Excluding cases of menstruatio praecox and 
menarche tarda (after the twentieth year), it was found that those women 
who commenced menstruation between the ages of 10 and 13 years and 
17 and 19 years suffered more frequently from menstrual irregularities 
and were more liable to abortion, miscarriage and difficult labours than 
those who commenced menstruation between the ages of 14 and 17 years. 


Can unsuccessful contraceptive agents harm the foetus? 

Gétt reports the birth of two malformed foetfis and in each case con- 
ception occurred in spite of the use of chemical preventatives, He is 
of the. opinion there is a real risk that chemicals may damage the 
spermatazoon while leaving it capable of fertilizing the ovum. 


Studies in sex physiology. VI. (Borst, Déderlein and Gostimirovié). 
A prolan solution from the concentrated urine of a woman, aged 45, 
and suffering from cancer, was injected into young female mice weighing 
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between 3.6 and 6.3 grammes. Prolan A was not present and yet 
artificial ovulation occurred in from 10 to 65 hours after the solution was 
injected. Gostimirovié is of the opinion that the quantity of prolan B 
determines whether ovulation occurs and is followed by true corpora lutea 
or whether corpora lutea atretica are formed. 


Methods in the diagnosis and treatment of sterility. 

Amerbach recognizes the value of tubal insufflation, but believes that 
the investigation of sterility demands time, team-work and a thorough 
medical investigation of both partners. It is a mistake for women to 
wait for five years after marriage before consulting a gynecologist for 
sterility, for if a child is not born at the end of one year in wedlock an 
examination is indicated. The author suggests a scheme of investigation 
which occupies six days. 


Further investigation into the alkaloid content of the various preparations of ergot. 

Schiibel has assayed, by pharmacological methods, the alkaloid con- 
tent of ergotin-merck neu, and finds that it is equal to a similar volume of 
ao.5 per cent solution ot ergotamin tartrate. 


Clinical experience with ergotin-merck neu. 

Wintz has found ergotin-merck neu to be immensely superior to all 
previous preparations of ergot. Post-partum haemorrhage is controlled by 
an intramuscular injection of one cubic centimetre, while bleeding caused 
by myomata can be stopped by doses of 30 minim given by mouth three or 
four times in the 24 hours. 


The pharmacological basis for the action of quinine on the uterus. 

The action of quinine depends more on its route of entry than its dosage. 
Small doses stimulate, while large doses depress the sympathetic nerve 
endings in the isolated heart of a rabbit. In cats, overdosage of quinine 
depresses the uterus for days so that pituitary extract has but little effect 
on it. As the quinine is destroyed, or excreted, the depression passes 
away and may be followed by intense contractability. Small doses of 
quinine sensitize the uterus to mechanical and chemical stimuli, particu- 
larly to pituitary extract. Schiibel considers that doses of one or two 
mgms. per kilo of body-weight should be sufficient in obstetric practice 
and: believes that in combination with pituitary extract it is a valuable 
drug for increasing the force of the uterine contractions. 


A suggestion for the effective early treatment of urethral discharge in women and 
the prevention of ascending gonorrhea. 

Sack and Amersbach have devised a catheter with which a wontan 
may irrigate her own urethra several times daily. They consider that 
such early treatment of gonorrhoea is as essential in women as in men. 
They moreover suggest that a modified check pessary may be of real service 
in preventing the infection from spreading to the cervical canal. 


The pathogenesis and therapy of fluor albus. 
‘~The etiology of fluor albus is not clear. Pulay found that children 
frequently suffered from this and that it was often associated with nasal 
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catarrh. These children improved when given vigantol and calcium, and 
it occurred to the author that leucorrhcea in women might yield to similar 
treatment. A certain percentage of his patients did improve rapidly as 
the result of vitamin therapy. In the refractory cases a diminished 
alkaline reserve, a high cholesterin and a low magnesium content of the 
blood were discovered. When by suitable dietic measures these errors 
were corrected, the vitamin therapy proved successful. Vitamin D can 
only work in an alkaline medium and requires the magnesium ions in 
order to control the calcium. An excess of cholesterin or lime interferes 
with the action of the vitamin. In the author’s opinion leucorrhcoea should 
be included in the list of vitamin-deficiency disorders and should be 
grouped clinically with seborrhceic eczema, urticaria, chronic rhinitis and 
hay fever. G. W. Theobald. 


Annali di Ostetricia e Ginecologia. 


May, 1931. 
*Tumours of the mesentery complicating pregnancy. Vozza. 
*Spinal anesthesia with percaine. Nordio. 
*Endovenous uretero-pyelography with uroselectan in normal pregnancy, 
and in cysto-pyelitis with pregnancy. Mandruzzato. 
The use of Kjelland’s forceps in breech presentation. Pistuddi. 
*An extremely rare case of female genital anomaly. Vaccari. 
June, 1931. 
Flat-celled epithelium in the mucosa of the fundus uteri. Boschetti. 
Processes of benign epidermization of mucous polypi of the cervical canal. 
Moglia. 
*The behaviour of the proteins of the blood plasma in albuminuric 
pregnancies. Coggi. 
*Twilight sleep in labour by means of pernocton, Colloridi. 


Tumours of the mesentery complicating pregnancy. 

Tumours of the mesentery are rare and those. complicating pregnancy 
still more infrequent. Vozza finds only 10 cases recorded in the obstetric 
literature, and to these he adds the statistics of one on which he has 
recently operated. 

The patient, aged 34, came to hospital during the third month of her 
second pregnancy. Ten years before, immediately after her first con- 
finement, she had noticed a small movable lump in the lower abdomen. 
This did not cause inconvenience till the beginning of the second 
pregnancy, when it rapidly grew larger and was presumably the cause 
of frequent attacks of pain, sickness and diarrhcea. 

On examination Vozza detected a fluctuant swelling, about the size of 
a large orange, in the left inferior abdominal quadrant, which he 
diagnosed as a dermoid cyst originating from the left adnexa. 

When laparotomy was performed the pregnant uterus and adnexa were 
found normal. The tumour lay under: a loop of small intestine and -had 
evidently developed between the leaves of the mesentery of the sinall 
intestines. Enucleation, made difficult at first by rupture of the tumour’s 
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very delicate capsule, was carried out. Vozza notes that malignancy in 
mesenteric tumours is often shown in regional recurrence rather than in 
distant metastases. The histological report on the mass removed stated 
that it was a neuro-lipoma. Microphotographs show the vascular and 
nervous constituents of the lipoma. 

The patient left hospital in 13 days completely cured, and her preg- 
nancy pursued its normal cotirse. The differential diagnosis between 
ovarian and mesenteric tumours is one of the most difficult in gynecology, 
and Réntgen examination, although occasionally of use, has been known 
to support an error in the diagnosis, 


Spinal anesthesia with percaine. 

Nordio gives the results of his extensive experience in operating with 
the patient under spinal anzesthesia, and decides that percaine (Ciba) is 
the best anzesthetic to employ, — 

With stovaine (77 cases) and tropocaine (32 cases) he had a number 
of failures and the anzesthesia was of relatively short duration: Novocain 
(2,000 cases) gave better results, but the substance was not always reliable 
because of impurities in preparation. Tutocaine (300 cases) was even 
better, and he has not yet given up using it, but, in some cases, he noted 
a slight but persistent susceptibility to pain. Recently he has adopted 
percaine (Ciba) which, unlike the other anesthetics, is not a cocaine 
alkaloid but a quinine derivative. In it, through careful preparation, the 
anesthetic effect of quinine is at its maximum and the tissue-necrosing 
property completely abolished. He has used it in 30 cases with 100 per 
cent successes. A general anesthetic was never required. The duration 
of anzesthesia was longer than with the cocaine alkaloids and the relaxa- 
tion of the abdominal wall greater. Post-operative peristalsis occurred 
sooner and was stronger. During the operation the pulse-rate and the 
temperature were better maintained and there were no symptoms of 
collapse or respiratory disturbance. Post-operative headache was less 
frequent and less intense, 


Endovenous uretero-pyelography with uroselectan in normal pregnancy and in cysto- 
pyelitis with pregnancy. 

Mandruzzato reviews the various methods which have been used to 
study the anatomical and functional state of the urinary excretory system, 
and finds each method lacking in many respects and often dangerous. He 
then describes Schermy’s uroselectan radiographic method and illustrates 
the good results obtained by it. He divides his cases into groups: (1) 
Normal cases at various stages of pregnancy, and (2) Ten cases of cysto- 
pyelitis during pregnancy in which the radiograms were clearer than in 
the first group. 

(1) In the first group there was an increase in the total length and 
circumference of the ureters through atony of the ureteric muscular fibres. 
Tie gravid uterus besides causing this change in the length of the ureters 
pulled latterally on the parietal peritoneum. As a consequence angling 
and bending of the ureters took place. After the fourth month exaggerated 
lumbar lordosis caused an obstacle at the level of the innominate line, 
dilatation of the superior ureteric tract and urinary stasis in that tract. 
Such changes quickly disappear in the first days of the puerperium. 
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(2) In cases of cysto-pyelitis these alterations are intensified, since the 
factor of infection is added to the mechanical stasis due to pregnancy. The 
return of the ureters to normal in the puerperium is much slower. 

Mandruzzato considers that the therapeutic action of uroselectan in 
cysto-pyelitis is still an open question. In some of his cases the patients 
said they had less pain and passed more and clearer urine after the uro- 
selectan test. 


An extremely rare case of female genital anomaly. 

Vaccari discusses anomaly in the female genital organs from its 
anatomical, pathological and clinical aspects. He then describes the case 
of a patient, aged 14, operated on for recurring hemorrhage. It was 
found that the uterus was bicornute and had two cervices, There was a 
unilateral atresic septum in the vagina, hematometra and heematocolpos. 
After evacuation of the fluid and removal of the septum the patient’s 
general condition improved. Since leaving hospital menstruation has been 
regular, 


The behaviour of the proteins of the blood plasma in albuminuric pregnancies. 

Coggi reports the results of his investigation of the blood plasma in 
albuminuric pregnancies. He employed the chemical methods described 
in the former work and contrasts the nitrogen values in albuminuric 
cases with those he obtained in normal cases, illustrating the two by a 
graphic scheme. 

He finds: (1) A marked diminution of the total protein in albuminuric 
cases. This decrease takes place entirely in connexion with albumin; 
(2) Soluble proteins are increased (nitrogenous substances calculated from 
soluble nitrogen) ; (3) The globulin-content is much higher than in normal 
cases; (4) On the contrary, the albumin is diminished; (5) The quotient 
albumin :: globulin is reduced by half. Coggi refers to various interpre- 
tations of these facts but reserves his own views till he has made further 
research. 


Twilight sleep in labour by means of pernocton. 

Colloridi gives the clinical results of his experience in the induction 
of twilight sleep by pernocton, a derivative of the barbituric series. 
He used this hypnotic in 100 cases not only in healthy women and normal 
fabour but in cases of serious albuminuria, premature labour, and 
anomalous presentations. Therefore he considers his conclusions are 
trustworthy, 

He concludes that: (1) Pernocton considerably lessens pain, and 
because of its low toxicity to the mother and child it is the hypnotic 
which yields the best result for twilight sleep; (2) Intramuscular injection 
is inadvisable. In 18 cases so treated he found its action tardy and 
incomplete; (3 Eighty-tw6 patients were treated by intravenous injection. 
Unbroken sleep ensued for one to three hours with no recollection of 
pain when again awake; (4) Slight motor excitation for about 20 minutes 
occurred in a few cases after injection. He considers this may be 
eliminated by special treatment and care in technique: (5) No adverse 
action was exerted on the uterine rhythmic contractions and, as a rule, 
the children were born in good condition. Asphyxia, which occurred in 
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a few cases, was easily overcome; (6) In albuminuric cases, especially in 
those with high tension, pernocton seemed to have a favourable effect on 
the toxic condition; (7) There was no trouble with the delivery of the 
placenta or during the puerperium. 

Although he has every confidence in pernocton as a hypnotic, Colloridi 
counsels vigilant attention to the maternal pulse-rate and the foetal heart 
during the period of sleep. 


J. H. Filshill. 


Acta Obstetrica et Gynecologica Scandinavica. 


Vol. ii, Fasc. 3. 

A resuscitator for asphyxiated newborn infants. S. v. Wachenfeldt. 

*A research into the results of the operative treatment of uterine prolapse. 
A. Westman. 

*A research into the cycle of the mucosa in the Fallopian tube,. its 
hormonal regulation and the importance of the tubal secretion to the 
vitality of the fertilized ovum. A. Westman, E. Jorpes and G. ‘Widstrom. 

*A research into the passage of nitrogenous substances from the fcetus to 
the mother. John Naesland. 

Some observations towards the explanation of the eetiology of linea fusca. 
O. K. Svenningen. 


A resuscitator for asphyxiated newborn infants. 

Wachenfeldt refers fully to the principle of an indirect ‘‘Borospirator’’ 
as worked at and described by Woillez in 1878. It consists essentially 
of a cast-iron cylinder, hermetically sealed everywhere except at one end 
through which the asphyxiated baby can be introduced with only its head 
left outside the opening. India-rubber fabric is stretched over the opening, 
rendering the chamber air-tight. The inner chamber is connected by 
rubber tubing to a bellows holding 20 litres of air. The air pressure can 
be alternately raised and lowered by means of a powerful pump, producing 
vigorous expiration and inspiration. 

The writer has modified this apparatus to render it more convenient, 
and his modified respirator has an inner chamber measuring 21 cm. by 
45 cm. The alteration of pressure is brought about by an electrically 
driven air pump, the speed of which can be adjusted from 45 to 63 strokes 
per minute ; the amplitude of pressure ranges between 0 and +55 mm. Hg. 
The chamber is rendered air-tight by a collar of soft rubber sponge 
round the child’s neck. The collars are made in three sizes to fit necks 
of various sizes. Leakage is arrested by moist cotton wool outside the 
rubber collar. At first the pressure should range between 20 mm. and 
25 mm. of Hg., the stroke of the pump being 50 to 60, i.e. corresponding 
to the rate of respiration of a newly born infant. 

The writer now possesses reports of 60 cases of babies treated by this 
method, and he gives the history of some typical cases. Of ‘these cases 
46 were resuscitated and 14 died. 


A research into the results of the operative treatment of uterine prolapse. 
Westman reviews the cases of prolapse operated on at the Gynzeco- 
logical Clinic of the Allmanna Barnbordhuset in Stockholm between 1917 














Review of Current Literature g2I 


and 1930. The number of patients operated on was 283. Two hundred 
and fifty-eight of these patients were communicated with; 182 answered a 
questionnaire, and 76 were physically examined. 

The cases were divided into four groups according to the operation 
performed. 

1. One hundred and fifty-seven cases were treated by anterior colpor- 
rhaphy, suture of the bladder to the cervix and high colpo-perineorrhaphy 
with suture of the levatores ani muscles. Primary operative mortality was 
1.3 per cent; good subjective results were obtained in 89.3 per cent; slight 
discomfort in 8.6 per cent ; considerable discomfort in 2.17 per cent. 

Thirty-seven cases were examined physically. The results were perfect 
in 94.6 per cent. This group included a large number of patients with 
extensive prolapse. 

2. Sixty-nine cases of interposition and colpo-perineotrhaphy after 
Schauta and Wertheim. The primary operative mortality was 4.3 per cent. 

The reports of 61 patients :—Subjective freedom from symptoms, 85.2 
per cent; slight discomfort, 6.6 per cent; considerable discomfort, 8.2 per 
cent. 

Fifteen cases were examined physically. The results were perfect in 
80. per cent. 

3. Thirty-three cases of anterior colporrhaphy and colpo-perineorrhaphy. 
The primary mortality was three per cent. 

The reports of 31 cases :—Good subjective results, 70.9 per cent; slight 
discomfort, 22.6 per cent; considerable discomfort, 6.5 per cent. 

‘4. Various operations. 

The improvement in results in later years is found chiefly in Group 1. 
With this treatment there is less risk of recurrence of cystocoele. 


A research into the cycle of the mucosa in the Fallopian tube, its hormonal regulation 
and the importance of the tubal secretion to the vitality of the fertilized ovum. 
Westman has already shown that fertilized ova present in the Fallopian 

tubes degenerate shortly after castration. The degeneration is thought to 
be due to the fact that the ciliated cells of the epithelium of the Fallopian 
tubes do not become functionally secretory after castration. The process 
of transformation probably depends upon a hormone from the corpus 
luteum. 

Further experiments have been made to demonstrate other facts : 

1. Cauterization of the corpus luteum alone produces the same effect 
as castration. After cauterization transformation from ciliated to 
secretory cells does not occur and the ova degenerate. 

2: The administration of extracts containing corpus luteum hormone 
to animals castrated shortly after fertilization elicits secretion in the 
lumen of the Fallopian tubes. This makes it impossible for the ova 
to escape destruction. 

3. Ova which have been experimentally prevented from leaving the 
ampulla of the Fallopian tube, where there never were secretory cells, 
degenerate even when functioning corpora lutea are present in the ovaries. 

These experiments show that the corpus luteum hormone elicits a 
cyclic transformation of the’ ciliated cells into secretory cells in the 
Fallopian tubes and that the secretion from these cells is of the greatest 
significance for the vitality of the ovum. 
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A research into the passage of nitrogenous substances from the foetus to the mother. 

Naeslund describes his investigations into the protein and water content 
of the serum, and the fibrinogen concentration in the blood of the mother 
and child. Determinations were made on specimens of blood taken from 
the mother, some shortly before the birth of the child, some during 
parturition, and some shortly after parturition. Determinations were made 
on the child’s blood taken from the umbilical vein and the umbilical 
arteries. These specimens were taken simultaxeously with the specimens 
of the mother’s blood during parturition. 

The quantity of the protein in the serum was estimated in 47 cases. 
The serum protein in the mother’s blood during parturition was usually 
much higher than that in the child’s blood, particularly in cases in which 
labour was brief but energetic. The mean value in the mother’s blood 
was 83 per mille, as against 60.6 per mille in the blood from the umbilical 
vein and 61.9 per mille from the umbilical arteries. If labour was 
protracted or the pains weak the serum protein in the mother’s blood 
was not so high. Cases with nephropathy, as a rule, have comparatively 
little serum protein in the blood of the mother at delivery. Neither these 
factors nor asphyxia of the foetus appear to influence the protein content 
in the blood of the foetus, which is more constant than that of the mother. 

In 10 cases the water content of the serum of the different blood 
specimens was determined. It was found that the water content of the 
mother’s serum was much lower (mean value 89.8 per cent) than in that 
of the foetus (the mean value for the blood from the umbilical vein was 92.1 
per cent; from the umbilical arteries 91.9 per cent). It is evident that the 
water and protein content of the serum of the same blood specimen are 
closely related; if the water content is lower protein concentration is 
correspondingly high, and vice versa, 

These variations in the protein content of the serum are, therefore, 
probably to be regarded as the effects of changes on the water content of 
the blood, depending on the acquisition or loss of water of the blood. 

The investigation of the fibrinogen content of the blood plasma of 
mother and child was carried out in 21 cases. It is evident from this 
investigation that the plasma fibrinogen in the mother’s blood at delivery 
is much higher (mean value 3.4 per mille) than in the child’s blood, in 
whom the values remain at 0.9 per mille in both umbilical vein and arteries, 
regardless of whether the fibrinogen content in the mother’s blood rises 
or falls. The changes in the fibrinogen content of the blood plasma do 
not appear to be related to the changes in the concentration of the serum 
protein. 


R. H. B. Adamson. 


Revista de Gynecologia e d’Obstetricia de Rio de Janeiro. 


June, 1931. 
*A case of vesicular mole. Jorge Sant’ Anna. 
*The treatment of malaria by quinine during pregnancy. Peres. 
*A case of hydatidiform mole and chorio-carcinoma with metastases in a 
lung and in the vagina De Andrade. 
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July, 1931. 
*Pathogenesis and therapy of pyelitis during pregnancy. Pereira. 
Statistics of gynzecological surgical cases in the hospital of San Paulo. 
Escobar Pires. 


A case of vesicular mole, 


Sant’ Anna describes a case of vesicular mole followed by chorion 
epithelioma occurring in a woman of 29 years with five children. The 
last confinement took place two years before her illness, and at first the 
woman thought herself again pregnant. When attacks of hemorrhage 
with sickness began at the second month she consulted a doctor, who 
diagnosed ovarian cyst and sent her to hospital. 

On making examination Sant’ Anna found a fluctuant swelling con- 
tinuous with the cervix and extending to the fundus uteri. Foetal parts 
could not be felt. His alternative diagnosis was (a) the patient was 
possibly inaccurate in her history and that she was five months pregnant 
and threatening to abort, or (b) there was a vesicular mole. He kept 
her under observation and expectant treatment for about a month; then, 
as the symptoms persisted, he proceeded to evacuate the uterus. A large 
mass of vesicular tissue was removed, and the uterus was carefully 
curetted. His histologist reported that there were no signs of carcinoma 
in the material he had examined. Her discharge from hospital was 
delayed on account of an attack of right pyelitis, which was cured by 
treatment. The patient and her husband were warned to return 
immediately if hemorrhage recurred. 

Forty-five days later new and more violent haemorrhages set in, and 
on examination Sant’ Anna found a large uterine tumour and enlarged 
ovaries. He performed vaginal hysterectomy with extirpation of both 
adnexa. A large chorion epithelioma had developed in the posterior 
uterine wall and both ovaries were cystic. The operation, which was 
performed quickly and. with apparent success, was followed by a week of 
fever, pains and rigors. Septiczemia was diagnosed, but a cystoscopic 
examination revealed an obstacle in the right ureter which had been 
included in the ligature of the right parametrium. 

A uroselectan test, showed that the left kidney was normal, while 
the right was evidently full of pus. Right nephrectomy was performed. 
Three months later the patient left hospital cured, and she is still well. 

Sant’ Anna regrets that in this case he was unable to carry out 
Aschheim’s and Zondek’s test after evacuation of the uterus. A 
persistently positive reaction would have led him to an earlier diagnosis 
of chorion epithelioma. He points out the value of the uroselectan test, 
on the basis of which he could at once decide that nephrectomy was 
indicated. The previous attack of pyelitis was probably a predisposing 
cause in the second accidental happening. He discusses how such an 
accident occurred and how it should be avoided. 


The treatment of malaria by quinine during pregnancy. 

Peres considers that abortion in cases of malaria treated by quinine 
is due to malaria and not to the remedy. Abortion certainly occurs in 
many untreated cases of malaria. It is a controversial question whether 
the adverse action of the disease on the foetus is due to the passage of the 
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organism or of its toxins through the placental circulation, or whether it 
may be attributed to maternal rigors or high temperature. In any case, 
quinine is indicated, since by its specific action on the parasite it removes 
the cause of abortion. He cites a case in the literature in which a imalarial 
patient had aborted in her first pregnancy, but in a second, also 
complicated by malaria, quinine cured the malaria and the pregnancy 
proceeded normally. 

For the last 10 years Peres has treated his malarial cases with large 
doses of quinine, generally with success, except in cases which were 
quinine-resistant. He describes three cases in illustration. In the first, 
quinine had not influenced the malaria and abortion had occurred. Treat- 
ment by methylene blue cured the malaria. In ‘the second, abortion tock 
place after treatment by small doses of quinine. The malaria had not 
been cured. He was called to these cases at the time of abortion, but had 
not previously treated them. He treated a third case from the beginning 
of the malarial attack with medicinal doses of quinine. The malaria was 
cured and the pregnancy went on normally. 


A case of hydatidiform mole and chorio-carcinoma with metastases in a lung and 
in the vagina. 

De Andrade describes a case of chorio-carcinoma occurring in a 
patient aged 34 with six children. She came to hospital because of 
hemorrhage, persistent sickness, and headache in what she believed was 
the third month of pregnancy. In former pregnancies sickness had been 
transient and slight. 

On examination he diagnosed vesicular mole, chiefly because the 
volume of the uterus was that of a seven months’ pregnancy. Because 
vesicles had not been passed and the patient’s general condition was 
bad he decided to wait some days before operating. On the third day, 
however, a disquieting symptom appeared—hzemoptysis. Koch’s bacilli 
were not present in the sputum, and he immediately diagnosed chorion 
carcinoma with metastasis in the iungs. 

Abdominal total hysterectomy was performed. The cavity of the 
uterus was found completely filled with a hydatidiform mole and both 
ovaries were cystically degenerated. The histological verdict was chorion 
carcinoma. The post-operative course went on satisfactorily for about a 
month, and then new hemorrhage occurred from the vagina. He found 
that the source of this hemorrhage was a small tumour of the right 
labium majus. It was enucleated easily, and the cavity cleansed and 
drained, The histological report was again chorion carcinoma. The 
patient left hospital a month later in good general health without signs of 
recurrence. Eight months later he was informed that she was still well. 


Pathogenesis and therapy of pyelitis during pregnancy. 

Pereira discusses the various views held as to the origin of pyelitis 
during pregnancy, with special reference to the factors of mechanical 
stasis due to compression, and subsequent infection. 

He points out that in 33 per cent of some statistics pyelitis occurs 
in the first half of pregnancy, when the pressure is negligible. He 
thinks that in many cases there is a constitutional predisposition to 
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pyelitis, and illustrates the effects in early and late pregnancy by 
radiograms. 

The infecting organism is usually the bacillus coli; lavage of the 
bladder and pyelo-ureteral instillation appear immediately to yield good 
results. He describes two cases in which bilateral continuous catheteriza- 
tion, with instillation of a solution containing three per cent boric acid, 
one per cent potassium nitrate, and one per cent collargol, cured the 
condition. An acid or an alkaline diet is also reeccmmended. Interruption 
of pregnancy by Cesarean section is the last resort in some cases. 
Decapsulation of the kidneys has been advocated in pyelo-nephritis with 
miliary abscesses or with unilateral emboli. This method is claimed to 
ameliorate ‘the renal circulation. It avoids the hemorrhage which often 
accompanies nephrotomy. 


The Japanese Journal of Obstetrics and Gynzcology. 


Vol. xiv, No. 2, April, 1931. 

*An experimental investigation of the hepatic function in pregnancy. 
Part I. The metabolism of carbohydrates. T. Yokota. 

*An experimental investigation of the hepatic function in pregnancy. 
Part II. The hepatic amylase. T. Yokota. 

*Prolapsus uteri and constitution. J. Nakagawa. 

An experimental investigation of the effect of the nervous system on 
the function of the genital organs. Part VI. What is the influence of 
the mechanical disturbance of the sympathetic nervous system caused 
by spermatoxin on the female genital organs. K. Minamikawa. 

*The treatment of hemorrhage due to cervical rupture after delivery. 
M. Oike. 

The diagnostic and therapeutic value of puncture of the pouch of Douglas. 
M. Oike. 

The duration of menstruation and the development of the newly born 
infant. J. Ogawa. 

The effect of artificial interruption of pregnancy upon the next labour, 
J. Ogawa. 


An experimental investigation of the hepatic function in pregnancy. Part I. The 
metabolism of carbohydrates. 

The blood-sugar in twenty normal non-pregnant rabbits ranged between 
0.082 and 0.124 per cent. The blood-sugar in 19 pregnant rabbits averaged 
0.017 per cent. The fact that there is hardly any difference between the 
blood-sugar in pregnant and in non-pregnant rabbits has been previously 
observed. 

‘Various hepatic toxins, including carbon tetrachloride and phosphorus, 
were administered to the animals, and the blood-sugar followed a similar 
course whether the animals were pregnant or otherwise. When 0.7 c.c. 
of chloroform per 1,000 grams of body weight was given, the blood-sugar 
of non-pregnant rabbits was remarkably low, even at the end of a week. 
If a similar dose of chloroform is given to pregnant rabbits, death results 
within 24 to 48 hours. Intense fatty degeneration and necrotic areas occur 
in the liver. 
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It thus appears that the non-pregnant rabbits can resist and maintain 
their lives against a large quantity of the drug, while, with the same 
quantity, the pregnant perish. The author proved, however, that a small 
quantity of the drug generally caused a much higher rise and fall in 
the blood-sugar of pregnant than of non-pregnant rabbits. In view of 
the fact that sugar is stored in the liver, the author believes that this 
organ is the most important one in the study of carbohydrate metabolism 
in pregnancy. A toxic liver, such as occurs in the toxeemias of pregnanicy, 
is less able to deal with the extra work required of it during pregnancy, 
and consequently the metabolism of carbohydrates is incomplete. 


An experimental investigation of the hepatic function in pregnancy. Part II. 

Hepatic amylase. 

As a result of Yokota’s experiments it-is found that hepatic amylase is 
present in large quantities during pregnancy. During the puerperium the 
quantity of amylase diminishes considerably, although more still remains 
than in the non-pregnant state. The hepatic amylase undergoes a certain 
quantitative change in the presence of hepatic toxins. It increases in the 
early stages of yellow phosphorus intoxication, but falls in the later stages. 
Similar results were obtained when working with uranium salts, and it 
appears that the change in amylase during pregnancy is similar to the 
change occurring in the early stages of hepatic intoxication. 


Prolapsus uteri and constitution. 

This investigation is the result of the analysis of all patients treated 
for uterine prolapse in the Gynzecological Institute of the Kyoto Imperial 
University during the past nine years. 

It was found that the frequency of uterine prolapse was 1.18 per cent, 
while the frequency of uterine and vaginal prolapse was 2.57 per cent. 
Prolapse was most frequent between the ages of 4o and 50 years, although 
the incidence among young people was found to be surprisingly high. 
Fifty per cent of the patients had experienced a perineal laceration of 
the second degree, while in 21.6 per cent of cases the perineum had not 
been lacerated. An asthenic constitution was noted in 34.1 per cent of 
cases and tuberculous lesions of various types were present in 36.4 per cent. 
Nakagawa believes that, in very many cases, prolapse is the result of an 
asthenic constitution, the asthenia being either congenital or, in the case 
of tuberculous women, acquired. 


The treatment of hemorrhage due to cervical rupture after delivery. 

The causes of traumatic post-partum hemorrhage are discussed, and 
the difficulty of satisfactorily arresting the hamorrhage is stressed. The 
author has devised special forceps for application to the bleeding point. 
These forceps resemble Kocher’s large artery forceps without apical barbs, 
and are applied to the apex of the laceration. If this fails to stop the 
hemorrhage the forceps can be applied to the parametric tissue to 
compress the uterine vessels. Their adjustment is so fine that it is 
claimed that the ureter cannot be injured; in the author’s hands this 
instrument gives satisfactory results. 


C. D. Read. 
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The Cancer Review. 


The following abstracts are abstracted from ‘‘The Cancer Review : 


a Journal of Abstracts,’ by kind permission of the British Empire 
Campaign. 


Vol. VI, No. 5, May, 1931. 

Adenocarcinoma in a laparotomy scar eight years after an operation for papillary 

ovarian tumour. 

F. Hermann. Maligne Bauchwand-metastase, 8 Jahren nach Operation 
eines gutartigen Ovarialtumors. Arch. f. Gyndkol., 1930, 141, pp. 147-154. 

The patient when 26 years old had an ovarian tumour. Soon afterwards 
suppuration occurred resulting in a fistula of the abdominal wall, and an 
attempt to drain the abscess resulted in a large scar with a fistula eight 
centimetres deep. She then returned to hospital, where operation revealed 
tumours of both ovaries, the left one firmly adherent to uterus and 
abdominal wall; both were removed. As several small peritoneal nodules 
were seen, the diagnosis of tuberculosis was made, but histological 
examination showed that the tumours were papillary adenomata. Eight 
years later the patient returned, with several large hard tumours of the 
abdominal wall in the umbilical region. These were excised and found 
to be adenocarcinomata. Whether the ovarian tumour was really malignant 
from the first or had become so during the interval of eight years cannot 
be decided, but the tumours of the abdominal wall were clearly metastatic 
from ovarian carcinoma. 


F. Cavers. 


The biological significance of ovarian tumours in the fowl. 

J. P. McGowan. Journ, of Cancer Research, 1930, 14, pp. 527-535. 

During two years 40 cases of tumours in white leghorn fowls in an 
annual population of 800 were observed. Of these 40 tumours, 28 were 
extra-ovarian in origin and were associated with leucosis ; of the remaining 
12 ovarian tumours, two arose from the membrana granulosa of the follicles, 
two were formed of myelocytes or premelocytes, and eight were of the 
Rous sarcoma type. The author points out that hematopoietic tissue 
occurs in the ovary of the fowl. The relative frequency of ovarian tumours 
in the fowl appears to be correlated with the great functional activity of 
this organ, especially in such breeds as white leghorns with highly 
developed egg-laying capabilities. 

S. L. Baker. 


Spontaneous endometriosis of the ovary in an ape. 

R. Joacnimovits. Spontane endometroide Driisenwucherung im Ovar 
bei Mensch und Affe. Zentralb. f. Gynékol., 1930, pp. 1419-1422. 

In a young adult ape (Pithecus mordax) two patches of heterotopic 
endometrial tissue were found on the ovary. The author points out that 
artificial transplants of endometrial tissue in animals differ from spon- 
taneous endometriomata in the absence of an invasive tendency, and in 
the occurrence of ectopic endometriosis in tissue that has had its resistance 
lowered, e.g., by injury or inflammation. 

F. Cavers. 
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A case of metastatic chorion epithelioma diagnosed by means of the Aschheim- 

Zondek reaction. 

F. GERRITZEN. Ein Fall von metastatischem Chorionepitheliom durch 
die Aschheim-Zondek’sche Reaktion diagnostiziert. Zentralb. f. Gynidkol., 
1931, 55, PP- 545-547. (Department of Gynzecology, University Clinic, 
Leiden). 

The Aschheim-Zondek reaction was strongly positive in a woman with 
generalized metastatic chorion epithelioma, following upon hydatid mole, 
six weeks after total removal of the uterus and ovaries. 

. E. L. Kennaway. 


Endometriomyoma of the umbilicus. 

M. ENzeR. Arch. of Pathol., 1930, 10 pp. 879-886. (Mount Sinai 
Hospital, Milwaukee.) 

The tumour was removed from a woman. of 18 years of age; it was 
neither painful nor tender; it oozed blood for the first time a few days 
before operation and 10 days after menstruation. . The patient’s menstrual 
history was normal, and during menstruation the tumour did not enlarge 
or become painful. The diagnosis was made on the following histological 
features : the presence of ducts lined by columnar epithelium, some of 
which were partially surrounded by a cellular stroma, and the presence of 
hemorrhage within the glands. There were, however, other glands lined 
by mucous goblet cells. The author says : ‘‘Whether or not one is justified 
in calling such tumours as this endometriomata may be disputed. But the 
resemblance of the glands and surrounding stroma to endometrium is 
as close as that of the endometriomata in the broad ligament and in the 
pouch of Douglas and even in the uterus to true endometrium.” 

W. G. Barnard. 


Vol. vi, No. 6, 1931. 
The use of lipiodol injection in the diagnosis of cancer of the uterine body. 

R. KEwwER. Le diagnostic du cancer de l’utérus; la valeur de l’injection 
de lipiodol. Bull. Soc. Obst. et Gynécol., 1930, 19, pp. 445-447. 

From his experience with X-ray examination of the uterus after lipiodol 
filling, the author agrees with Béclére that the X-ray findings alone do 
not permit of the diagnosis of cancer. He cites several cases of erroneous 
diagnosis, and concludes that the only reliable method is that of curettage 
and microscopical examination of the curettings. 

F. Cavers. 


Retroperitoneal mixed tumour in a foetus (eighth month). 

O. Bopr. Maligne Tumoren beim Neugeborenen und Fetus. Zentralb. 
f. Gyndkol., 1931, 55, Pp. 505-506. (Gynecological Clinic, University, 
Griefswald.) 

After remarking upon the comparative rarity of malignant tumours in 
the foetus and the newborn, the author describes a case in which a foetus 
of nearly eight months died owing to premature detachment of the placenta. 
Delivery was very difficult on account of a tumour, as large as a child’s 
head, in the abdomen of the foetus and embryotomy was resorted to. The 
tumour had arisen in the root of the mesentery and was entirely 
retroperitoneal; the abdominal organs were not affected. Histological 
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examination showed the tumour to be a gliosarcoma containing numerous 
small nodules of cartilage and a few of bone. The author considers that 
it had arisen from the sympathetic system and that it forms ancexample 
of a Cohnheim rest tumour. a0 


F. Cavers. 


Erythrocyte sedimentation in patients with uterine cancer. 

M. Isaac. La eritrosedimentacion en el cancer del utero. Comparacién 
de técnicas. Semmana Med., 1930, 37, pp. 1116-1124. 

Out of 50 cases of uterine cancer the sedimentation rate was normal in 
six cases and increased in 44 cases. The author believes that there is almost 
invariably a direct relation between the sedimentation rate and the stage 
of the disease; the more extensive the disease the more rapid is the 
sedimentation rate. He briefly discusses the technical methods used; he 
prefers Westergren’s method because it is the simplest accurate method. 

F. Cavers. 


The treatment of chorion epithelioma of the vagina by radium. 

F, Gat. Die Heilung eines Chorionepithelioms in der Scheide mit 
Radium. Klin, Woch., 1931, 10, p. 329. 

A case is reported in which an apparently primary chorion epithelioma 
of the-vagina regressed rapidly after treatment with radium. The author 
considers that radium is better than surgery in such cases, since: its use 
diminishes haemorrhage, infection and metastases. 

F. Cavers. 


Ovarian dermoid with pubertas precox in a girl aged 10 years. 

R. NeEuRATH. Dermoid des Ovars mit Pubertas preecox. Klin, Woch., 
1931, 10, P- 477- 

When aged five years the patient from whom this tumour of the left 
ovary was removed had enlarged breasts; when aged six years the crines 
pubis were well developed. At the age of 1o the ossification of her bones 
corresponded to 18 years later. The menses began eight years after removal 
of the tumour. 

F. Cavers. 
Vol. vi, No. 7, 1931. 
Inoculated metastasis in the vagina in a case of uterine cancer complicated by 
myocardial degeneration. 
Japan, Jour. Obst, and Gynecol., 1930, 13, pp. 337-341. 

Shortly after vaginal hysterectomy for cervical carcinoma in a woman of 
37, a metastasis was found in the vaginal wall. The author thinks it was 
due to the implantation of tumour tissue, the vagina having probably been 
injured by repeated treatment with antiseptics. The risk of such implanta- 
tion could, he suggests, be obviated by cauterizing the tumour prior to 
removing it. 


F, Cavers. 


Transplantation of ovarian carcinoma into the abdominal wall by paracentesis. 

V. G. Barone. - Trapianto di tumore ovarico maligno nella parete 
abdominale lungo il tramite del trequarti di una paracentesi. Policlinico 
(Sez. Prat.), 1930, 37, pp. 1480-1482. 
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The author tapped the peritoneal cavity of a woman of 54 for ascites, 
associated with a tumour in the right hypochondrium, inserting the trocar 
on the opposite side of the abdomen and withdrawing five litres of cloudy 
yellow fluid. Death occurred two weeks later and necropsy showed a large 
tumour (papillary adenocarcinoma) of the left ovary, with matastases in 
the peritoneum, liver, lungs and pleura. The track of the trocar through 
the abdominal wall was found to be infiltrated by the carcinomatous tissue. 
The author refers to other cases in which carcinoma has developed in the 
abdominal wall after paracentesis, most commonly after paracentesis for 
ascites due to ovarian tumours. (see Dvorak, Cancer Review, 1930, 5, 
Abstract 2042, p. 641, for an unusual case of implantation tumour) 

F. Cavers. 


Leiomyo-sarcoma arising in a vaginal scar after total vaginal hysterectomy for 
myomatosis uteri. 

LAROYENNE and J. Marion. A propos d’un leiomyome malin survenu 
sur la cicatrice vaginale d’une hystérectomie totale pour fibrome. Lyon 
Méd., 1929, 144, pp. 617-622. 

Severe hemorrhage occurred in a woman of 52, six. years after 
total hysterectomy for myomatosis. A firm nodule was palpated high in 
the vagina. At operation two nodular masses were removed ; these proved 
to be lymphosarcomatous, not carcinomatous as had been diagnosed. 

F. Cavers. 


Transplantation of a teratomatous ovarian tumour in the fowl. 

S. L. Baker. Lancet, 1931, 1, pp. 742-744. (Bland-Sutton Institute of 
Pathology, Middlesex Hospital, London.) 

A teratomatous tumour of the fowl’s ovary has been successfully trans- 
planted to the first generation of hosts. The predominating cells in the 
original tumour and in the transplants resembled those in the theca interna 
of the ovarian follicles, lipoid-containing cells being a prominent feature. 
In addition, there were sparsely scattered groups of columnar-celled tubules 
and keratinizing epithelial masses. The original tumour-bearing fowl 
had a fully developed oviduct but an undeveloped immature ovary. 
Young birds bearing tumour transplants showed a precocious development 
of the oviduct, the cloacal orifice of which became perforate. The ovaries 
of these birds remained immature. 


C. E. Dukes. 


Alterations in cholesterol metabolism in a patient with ovarian cystadenoma and 

cutaneous xanthomata. 

G. INvERNIzzI. Alterazioni del ricambio colesterinico in un caso di 
cistoma ovarico. Arch, Ital. Anat. e Istol. Pathol., 1930, 1, pp. 329-352. 

The patient, a woman of 50, died after repeated tappings for ascites. 
The xanthomata occurred on the eyelids and thorax, the blood-cholesterol 
was increased to 2.66 grm. per I00 c.c.; there were numerous cholesterol 
crystals in the ascitic fluid; lipoid masses in the ovarian tumour and 
lutein remains in the rest of the ovary. 


F. Cavers. 





Review of Current Literature 931 


Sacro-coccygeal chordomata. 

J. SENEQUE and J. P. Grinpa. Les chordomes sacro-coccygiens. Jour. 
de Chir., 1930, 35, pp. 817-842. 

The authors describe eight previously unpublished cases, one of which 
they studied themselves. They then give a useful review of these tumours, 
under the headings of history, age incidence, pathogenesis, classification, 
clinical features, diagnosis and treatment. Several other recent writers 
have covered near’y the same ground, but this is probably the most com- 
prehensive general review of the literature on chordomata. 

F. Cavers. 


Cylindrical-celled carcinoma of the pylorus with metastases in the liver and both 
ovaries, 

O. F. Mazzinr1 and D, BRACHETTO-BRIAN. Semana Méd., 1930, 2, pp- 
486-494. 

The patient was a woman of 40 who was under observation for four 
months and died two years after the onset of symptoms. The authors cite 
the statistics of Gaulthier-Villars, who found that 63 per cent of 355 
metastatic ovarian tumours were of gastric origin, while gastric cancer 
gives rise to ovarian metastases in four or five per cent of cases. The 
patients are usually less than 4o years old. 


F, Cavers, 


Krukenberg tumours of the ovary. 

O. Mazzint and D. BRACHETTO-BRIAN. Critica sobre los tumores de 
Krukenberg. Prensa Med. Argent., 1930, 17, pp. 145-149. (Telémaco 
Susini Institure, Buenos Ayres). 

Like several others before them, the authors have found from a perusal 
of the available literature that different pathological entities have been 
described under the name ‘‘Krukenberg tumour,’’ which, as they point out, 
should be reserved strictly for malignant tumours of the ovary which 
correspond histologically to Krukenberg’s original description. The most 
distinctive features of true Krukenberg’s tumours are the abundant 
connective-tissue stroma and the presence in this of isolated or grouped 
round or oval signet-ring cells with a peripherally situated nucleus, In 
every case of ovarian tumour the stomach and intestine should be examined. 
(As shown by Marchand, who in 1919 gave the name ‘‘fibro-sarcoma ovarii 
mucocellulare carcinomatodes’”’ to the type of tumour of which Krukenberg 
published the original description in 1895, this tumour is almost invariably 
found associated with carcinoma of the gastro-intestinal tract and is appar- 
ently only a modified form of metastasis of gastro-intestinal carcinoma.) 

F. Cavers. 


A clinical and pathological study of post-menopausal bleeding. 

R. W. TELINDE. Southern Med Journ., 1930, 23, pp. 571-576. 

This paper is interesting because it deals with 179 cases seen at the 
Johns Hopkins Hospital from 1919 to 1929. In 60 per cent of these cases 
the hemorrhage was due to malignant disease of the uterus and the 
ovaries, 56 per cent being uterine and four per cent ovarian cancer, The 
other causes included polypi and prolapse with cervical ulceration. 

: F. Cavers, 
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Co-existent fibroids and carcinoma of the uterine body. 

Cottg. Fibrome et cancer du corps utérin. Presse Méd., 1931, 39, p. 435. 

After reporting a case of this kind the author dwells on the dangers 
of X-ray-lipiodol exploration, which he says is probably never essential 
for diagnosis and may be dangerous because of the risk of driving the 
septic products. associated with the uterine tumours into the. peritoneum. 
He considers the relations between corporeal cancer, fibroids and radium 
therapy ; in his opinion it is mere coincidence that carcinoma has, in some 
reported cases, supervened on fibroids after treatment with radium. The 
co-existence of fibroids of the uterine body and cancer is fairly frequent 
in cases in which irradiation has not been used. 

F. Cavers. 


The early diagnosis of carcinoma of the portio. 

H. HINSELMANN. Neuere Bestrebungen in der klinischen Fruhdiagnostik 
des Portiokarzinoms. Chirurg, 1930, pp. 549-555. 

The author repeats his already frequently published views regarding 
the pre-cancerous nature of leukoplakia of the portio. He has observed 
132 cases through the colposcope, and eight cases of leukoplakia of the 
vagina : serial sections of the amputated portio were examined histologically 
in 110 cases. He advises this slight operation for every case of leukoplakia 
of the portio, and also a colposcopic examination at intervals of three or 
four years in all women older than 30. 

F. Cavers. 


Primary carcinoma of the Fallopian tube. 
" W. J. GALLAGHER. Jour. Missouri State Med. Assoc., 1930, 27, pp. 
522-530. 

To 196 cases collected from the available literature by Wechsler in 1926 
the author adds 42 collected by him since that time. He also describes a 
new case in a woman of 52. A diagnosis of uterine fibroids was made, and 
at operation the left Fallopian tube was found to be swollen at its distal 
end, while the left ovary was cystic. The tumour of the Fallopian tube 
was a medullary carcinoma. The pre-operative diagnosis of tubal carci- 
noma is difficult and the prognosis is not good even after removal of both 
Fallopian tubes, ovaries and the uterus, which offers almost the only hope 
of cure. 

F. Cavers. 


Multiple angiomata of the placenta. 

H. Kuckens. Beitrag zum Vorkommen von multiplen Angiomen in der 
Placenta. Monats f. Geburtsh. u. Gynikol., 1930, 85, pp. 105-124. 

Placental angiomata are of fairly frequent occurrence, and the author 
gives a useful list of references to the available literature. He describes, 
with clear microphotographs, a case in which about half of the placental 
tissue had been replaced by angiomatous nodules, and yet the child sur- 
vived. Among the etiological factors concerned, the chief are probably 
(1) vascular stasis and (2) decidual lesions perhaps due to lesions of the 
corpus luteum. 

F. Cavers. 
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The origin of endometrioid heterotopia in laparotomy scars. 

G. HaseLHoRsT and K. Otto. Zur Genese der endometroiden Hetero- 
topien in Laparatomienarben. Zeits. f. Geburtsh. u. Gynikol., 1930, 98, 
Pp. 193-258. 

In 27 cases, in which uterine ventralfixation by the Leopold-Czerny 
method had been performed, the authors found these scar endometriomata, 
The tumour of the abdominal wall was, in all cases, united by bridges of 
connective tissue with the uterus. .In 14 cases which were histologically 
studied there was glandular proliferation uniting the endometrium and 
the abdominal tumour ; the proliferation was most marked along the suture 
lines. 

F. Cavers. 


A large fibromyoma of the vagina. 

A: Pistuppr. Su di un voluminoso fibrioma della vagina. Clin. Ostet., 
1930, 32, PP. 396-400. 

This tumour occurred in a woman of 26, and in 18 months it had 
grown so large as to make walking difficult, its projecting portion being 
as large as a full-time foetal head. It had arisen in the right wall of 
the vagina and extended into the pelvis, displacing the uterus to the left. 
The tumour was removed with difficulty ; gauze steeped in ferric chloride 
was used for plugging on account of post-operative hemorrhage; there 
ensued extensive necrosis with sloughing of parts of the urethra, the 
vaginal wall and the neck of the bladder, resulting in incontinence of 
urine. Histologically the tumour was a highly vascular fibromyoma. 

F. Cavers. 





REPORTS OF SOCIETIES, 


THE ROYAL, SOCIETY OF MEDICINE. 


A meeting of the Section of Obstetrics and Gynecology was held on 
Friday, May 15th, 1931, with the President, Sir Ewen Macixan, in the Chair. 


A discussion on 


THE RELATIVE VALUE OF THE INDUCTION OF PREMATURE LABOUR, TEST 
LABOUR AND CAESAREAN SECTION IN THE TREATMENT OF MINOR DEGREES 
OF CONTRACTED PELVIS 


was introduced by the REGIsTRARS of a number of the teaching hospitals. 

Mr. ALAN Brews of the London Hospital said that during the three 
years over which his statistics were taken premature labour was never 
induced for contracted pelvis. 

Trial or test labour at term has been carried out in all cases in which 
slight or moderate disproportion was found clinically after examination 
under anesthesia. When very marked disproportion existed, elective 
Ceesarean section at term was performed. At the London Hospital they 
recognize a large group of cases of minor degrees of contracted pelvis 
in which clinical disproportion is not found under an anesthetic, but in 
which there is a variable degree of diminution in the reserve of pelvic 
space which is normally present. These cases are not included here. 
In these cases labour does not usually deviate far from its normal course. 
It is, however, important to recognize this clinical state of diminished 
pelvic reserve because the forceps-rate is high and any form of mal- 
presentation is more serious, for the natural mechanisms usual to such 
presentations are often_interfered with. Moreover, cases of failed forceps 
frequently belong to this group. 


Experiences of test labour at the London Hospital. 

A. Advantages. 

1. It is a safe method of treatment when carried out in suitable 
surroundings, 

2. The foetal mortality is low. 

3. The number of cases requiring Cesarean section is small. 

4. All babies are full-time. 

5. The reserve capacity of the pelvis and the reserve power of the uterus 
are allowed to act to their full extent. 

6. The educational value is enormous, Nature frequently does overcome 
successfully an astonishing degree of disproportion. 
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B. Difficulties. 

1. Some patients are mentally very unsuitable for a satisfactory trial 
of labour. 

2. Uterine inertia is sometimes troublesome. 

3. Early rupture of the membranes shortens the length of time during 
which trial labour may be allowed to continue. 

4. Occipito-posterior presentations are less likely to undergo spontaneous 
rotation and tend to increase the disproportion, 

5. Secondary factors such as a bad obstetric history, age and degree of 
fertility account for some Czesarean sections which, in their absence, might 
have been avoided. 

Mr. G. F. Grpperp, of Guy’s Hospital, gave the results of three years’ 
experience. The total number of patients delivered was 5,045. These 
were divided into two groups: Class A, 133 unselected cases; and Class B, 
53 cases in which difficulty was anticipated. The standard of contraction 
was the degree of disproportion when interference seemed necessary. 
Inductions in Class A numbered 52. The infantile mortality was four per 
cent; there were not any maternal deaths. In Class B premature labour 
was induced in 31 cases, with an infantile mortality of 12.9 per cent. There 
were 26 cases of trial labour with Czesarean section in Class A., without 
a maternal or infantile death. In Class B there were 16 cases of trial labour 
with Czesarean section, without a maternal death; the infantile mortality 
was seven. The Ceesarean section rate in 5,045 patients was 0.51 per cent. 
For all cases of pelvic contraction the maternal mortality was 0.53 per 
cent, and the infantile mortality 0.9 per cent. Mr. Gibberd considered that 
the results were better if both methods were given consideration in every 
case, 

Mr. I. W. A. Hunter, of St. Mary’s Hospital, Manchester, said that 
the standard for contracted pelvis was a diagonal conjugate diameter of 
four inches to four and a half inches, 850 in-patients were received. 
Induction of premature labour was performed in 77 per cent of the primi- 
gravidee, and in 54 per cent of the multiparee, The average stage of 
pregnancy at which labour was induced was the thirty-eighth week. Drug 
induction was successful in 68 per cent of the cases. In two cases Caesarean 
section was performed to save the child. In these cases the mothers died. 
One maternal death occurred in the remaining cases of induction of pre- 
mature labour; the mortality was 0.53 per cent. The mortality from 
stillbirth and neonatal death was 8.2 per cent in primiparze and 6.4 per 
cent in multiparee. In trial labour, delivery by Czesarean section occurred 
in 3.3 per cent of the primiparce and in four per cent of the multipare. 

Mr. BourNE read Mr. A. Morris JoNEs’s paper giving statistics at 
Queen Charlotte’s Hospital for five years. Out of 10,646 deliveries, 1,285 
had contracted pelves, and of these, 814 were delivered after the induction 
of premature labour, 327 by the forceps, and 144 by Ceesarean section. In 
all cases the labour was induced between the thirty-sixth and the thirty- 
ninth week, 339 being induced by drugs and 475 by various mechanical 
means. Seven out of 144 cases of Ceesarean section had previously 
undergone induction or trial labour. Of the two deaths among the patients 
treated by Czesarean section, one was due to septiczemia and one to post- 
partum hemorrhage. The fcetal mortality among the cases of Czesarean 
section was 4.1 per cent. There were seven maternal deaths following the 
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induction of labour, and 79 cases were morbid. Three maternal deaths 
followed delivery by the forceps, with 71 morbid cases. In the case of 
straightforward induction the foetal mortality was 8.09 per cent, and in the 
case of induction with subsequent delivery by the forceps it was 30 per cent. 
In his opinion the figures justified the rather high percentage of cases in 
which it was decided to induce premature labour. 

Miss Grapys Hix, of the Royal Free Hospital, reported that in five 
years 9,468 patients were delivered in the wards. Sixty-one patients were 
induced at the thirty-eighth week for minor degrees of pelvic contraction. 
The morbidity was 9.8 per cent; the average duration of the first stage of 
labour was 33.12 hours, of the second stage 2.10 hours. Spontaneous 
delivery occurred in 48 cases, and delivery by the forceps in 13 cases. The 
forceps-rate was, therefore, 21.3 per cent, which compares with the average 
forceps-rate for all cases of 5.9 per cent. The average weight of the babies 
was 6 lb. 7% oz. Test labour terminated in Czesarean section in 23 cases. 
The morbidity-rate was 21.7 per cent. The average weight of the babies 
delivered by Czesarean section was 7 lb. 7 oz. None of the mothers or 
babies died. The stillbirth-rate was 9.8 per cent, as compared with the 
average stillbirth-rate for all cases of 3.8 per cent. 

The points in favour of Czesarean section are the avoidance of prolonged 
labour and the absence of foetal deaths. Against it are the higher morbidity, 
the risk of an abdominal operation and the scar in the uterus. In induction 
the maternal morbidity is lower, operation is avoided and the uterus is 
not damaged. Labour may be difficult, the infant is premature, and 
there are the risks of stillbirth and injury. The large majority of patients 
submitting to trial labour are delivered spontaneously or by the forceps 
without difficulty. Czesarean section is undesirable after interference from 
below. It has been found that the greater the experience of the obstetric 
officer the smaller is the number of cases in which labour is induced. 
A golden rule in the clinic is : When in doubt leave alone. The obstetrician, 
after a trial labour, is hampered in the choice of the method of delivery. 

Mr. I. GARDINER WIGLEy, of St. Thomas’s Hospital, reported the results 
of treatment in 137 patients. The method practised was to watch the 
patient from the thirty-second week onwards, at three-weekly, fortnightly 
or weekly intervals, as required. The final judgment depends on the 
estimation of the fit of the pelvis. If doubt exists, examination is carried 
out under anzesthesia. When the head only just goes down labour is 
induced. Induction was performed in 92 cases; induction was followed 
by the forceps in 23 cases. Primary Ceesarean section was carried out 
in eight cases. The total maternal mortality was 0.7 per cent, and the 
morbidity-rate 13.1 per cent ; the total infantile mortality was 10.9 per cent. 

Mr. A. J. WRIGLEY, of the General Lying-In Hospital, York Road, 
outlined various methods of procedure. If the patient with a small pelvis 
has a small baby, and the head is engaging in the pelvis, she is allowed 
to go to term. If contraction at the inlet will give rise to serious dis- 
proportion at term, labour is induced or Ceesarean section is performed at 
term, or as soon as labour starts. If the head cannot be made to engage 
at the thirty-fourth week Cesarean section is advised. If there is a tight 
fit after that period induction is performed. Age and parity influence the 
decision in most cases. Drugs are employed first and are successful in 
20 per cent of primigravide, and more frequently in multipare, When 





Reports of Societies 937 


drugs fail or induction is urgent, bougies are used, or sometimes the 
stomach tube. During the years 1925 to 1930 6.012 women were delivered. 
Three per cent of these had minor degrees of pelvic contraction, spontaneous 
delivery occurred in 25.6 per cent, delivery by the forceps in 9.2 per cent, 
induction with the forceps in 4.9 per cent, and Cezesarean section in 9.2 per 
cent. The foetal mortality was highest in those cases in which delivery was 
completed by the forceps, and the next highest in the case of induction with 
delivery by the forceps. One maternal death, from broncho-pneumonia, 
occurred among the induced cases with spontaneous delivery. The 
maternal morbidity was 4.3 per cent. 

The PRESIDENT expressed the indebtedness of the Section to the junior 
colleagues for the care they had taken in the preparation of the papers. 
He referred to the difficulties in forecasting the termination of a pregnancy, 
and the advantages of experience. Individual judgment and experience 
were of great value in decision as to the performance of Czesarean section. 

Mr. Bourne pointed out the importance of estimating the disproportion 
between the head and the pelvis, He thought trial labour was bad, as it 
was a confession of failure of diagnosis and judgment, it was difficult to 
follow in domiciliary practice and rendered the possible Ceesarean section 
more dangerous than if that were done as a primary measure. 

Dr. Locu said it was preferable to estimate the amount of disproportion 
by careful examination of the patient late in pregnancy. ‘Trial labour 
required experience and judgment and reduced the incidence of Caesarean 
section. Many patients, if left alone, would deliver themselves. Induction 
of labour was performed in many cases in which it was quite unnecessary. 

Dr. FAIRBAIRN said the discussion showed that there were too many 
inductions and also too many Ceesarean sections. Induction, howéver, had 
the advantage that something could be learned from it, whereas nothing 
could be learned from Czesarean section, Trial labour was more or less 
limited to institutions. From a teaching point of view trial labour was 
a doubtful policy, as the procedure, if unsuccessful, increased the risk of 
Ceesarean section, especially in the hands of inexperienced operators or 
under conditions in which the resources were limited. 

Mr. Wyatt said that prolonged labour lessened resistance to infection. 
In the teaching of students, methods which they could employ in practice 
were to be preferred. Induction of labour was not difficult, and the results 
were good if done at the right time. The mortality was large in cases in 
which the forceps was used after the induction of premature labour. He 
thought Czesarean section was not more risky if the membranes had 
ruptured, as organisms did not travel up the amniotic sac. 

Dr. Kelson Forp. spoke about the industrial efficiency of the mother 
after Czesarean section. Working women sometimes objected to the opera- 
tion as it entailed a long absence from work. 

Mr. Carnac Rivetr stressed the difficulty of diagnosing contracted 
pelvis, and said that in his experience it was very rarely that the promon- 
tory of the sacrum could be felt. At Queen Charlotte’s Hospital he did 
not think he had felt it in more than four cases, whereas at St. Thomas’s 
Hospital it had been felt in 137 cases. He thought it would be an excellent 
thing if the records were divided into groups according to the duration 
of labour and the weight of the child. 

Mr. Donap Roy said that after a fair opportunity of digesting the 
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figures he thought that the moderate use of induction was outside the 
discussion. He thought that the risks of Caesarean section increased with 
the number of times it was performed on a patient. Test labour at term 
was useful in cases in which the favourable time for induction had been 
missed, and in which there still seemed to be the possibility of avoiding 
Ceesarean section. 

Mr. THEOBALD discussed the exact meaning of trial labour. An 
examination under anzesthesia would determine whether a head would go 
through or whether premature labour should be induced. The pelvic 
measurements were useful for purposes of comparison. 

Mr. NEON REYNOLDs pointed out the dangers of instrumental induction 
because it increases the risk of sepsis. 

Miss BEATRICK TURNER said it was more necessary to teach students 
which cases were suitable for normal delivery in their own homes and 
which should be sent to hospital for treatment by a specialist, rather than 
to teach them a complicated method of treatment during labour. 

Dr. Oxy thought interference was far too frequent in slight degrees 
of pelvic contraction. The more experience one had the less one inter- 
fered. Induction should not be performed until a thorough examination 
under an anzesthetic had been made. 

Mr. IveNS-KNOWLES said that induction was of value in carefully 
selected cases and should be performed only under good conditions and after 
careful examination, as there was a risk of sepsis from latent cervical 
infection. 

Dr. DorotHy LoGan pointed out the risk of interference in patients 
suffering from venereal diseases. It was surprising in what a large number 
of these cases spontaneous delivery occurred at term, without complications. 
This was because interference was avoided on account of the infected 
cervical condition. 

The various openers of the discussion replied. 


A meeting of the Section of Obstetrics and Gynzecology was held at 
1 Wimpole Street, on Friday, October 16th, 1931, at 8.15. 

Mr. BriGHtT BANISTER (the Chairman) apologised for the enforced 
absence of Mr. Victor Bonney, which that gentleman much regretted. He 
also extended a welcome to the members of the sections of Medicine and 
Psychiatry, and thanked them for coming. 


A joint discussion was held on the 


MEpDIcAL INDICATIONS FOR THE PREMATURE TERMINATION OF PREGNANCY. 


The following opened the discussion: Dr. L. S. T. Burret, and Dr. 
T. F. Corton for the section of Medicine.. Dr. GEORGE GRAHAM, who was 
to have discussed the subject from the point of view of indications in 
diabetic patients, was unfortunately unable to attend owing to ill-health. 
Professor BECKWITH WHITEHOUSE and Mr, EarpiEy Hoi.anp spoke for 
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the Section of Obstetrics and Gyneecology. Dr. G. W. B. James and Dr. 
D. YELLOWLEES spoke for the Section of Psychiatry. 

Dr. BURRELL pointed out that a child born of tuberculous parents was 
undoubtedly handicapped, because the parents were likely to be away 
from home from time to time on account of ill-health, and they must restrain 
their impulse to kiss and fondle their children. Again, there was always 
a feeling among the parents of other children that their offspring should 
not visit a house where the parents were known to have tuberculous 
disease. However, although these points might weigh with tuberculous 
parents when considering the desirability of having families, they could 
not be taken as indications for terminating pregnancy should it occur. 

He then went on to consider three stages of tuberculosis of the lung 
in relation to therapeutic abortion. The first of these was the acute or 
steadily progressive case. In such cases the speaker dogmatically stated 
he considered that abortion was indicated in the early months of pregnancy. 
If, however, the case was first seen when the child was viable, or nearly 
so, then the damage to the mother by producing abortion at that stage 
would be almost as great as that produced by labour at term. The decision 
in the second type, i.e. the fibro-caseous variety, was much more difficult 
to make. He said it was quite true that a number of these cases left 
the sanatorium and eventually the disease was permanently arrested, but if 
such patients became pregnant the chance of permanent arrest was 
materially diminished. Each of these cases must be judged on its merits, 
but here, as in the previous type, his inclination was to advise termination 
of pregnancy. In the third type, the chronic fibroid variety, it was his 
experience that pregnancy and parturition had very little, if any, deleterious 
effect. There was little to be said concerning the non-tuberculous pul- 
monary conditions, as the indications were generally the same as if the 
lesion was elsewhere in the body. For instance, a carcinoma of the lung 
would be a definite indication for the termination of pregnancy. Asthmatical 
patients were in a category of their own, but some asthmatics were more 
free from their distressing symptoms during pregnancy than at any 
other time. 

Dr. T. F. Corron, speaking on the indications in patients suffering 
from cardiac disease, said that the indications are based on the ability 
to prognose the course of the disease. When congestive failure was present 
the extra work of pregnancy was usually more than the heart could stand. 
If such a degree of heart failure can be anticipated, every effort should be 
made to avoid pregnancy, or to terminate it within the first three months. 
If the patient was nearing the end of pregnancy he left it to the 
obstetrician to decide whether induction of premature labour should be 
carried out two or three weeks before term, or Czeesarean section under- 
taken at term. In his opinion the lives of women suffering from cardiac 
disease were shortened by repeated pregnancies, and, therefore, there was 
a definite indication for therapeutic abortion. The two recent series of 
observations made by Dame Louis McIlroy and Dr. Crichton Bramwell 
tended to justify more conservative treatment than had previously been 
the general rule, but the speaker pointed out that it was still necessary 
to study the after history of these cases, and see how the remote mortality 
rate would compare with a control series. 

Mr. BECKWITH WHITEHOUSE quoted data from eight London and 
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provincial hospitals, and found only 267 instances of therapeutic abortion. 
He asked the question whether this standard of practice was correct or 
whether obstetricians, by adopting this conservative attitude were really 
acting in the best interests of their patients, particularly as regards their 
subsequent physical and mental well-being. He discussed more particularly 
those cases in which the indications were doubtful, such as general debility, 
severe anzemia and recurrent puerperal infection. 

Mr. EARDLEY HOLLAND discussed the indications under two general 
headings : (1) the absolute; and (2) the debatable or doubtful indications. 
He pointed out that in hospital practice the majority of cases in which 
pregnancy had been terminated came under the first heading, and among 
these cardiac, pulmonary and nephritic patients were by far the most 
frequent. He noticed that since 1929 the attitude at the London Hospital 
had been very much more conservative regarding patients suffering from 
cardiac disease. He then discussed the methods by which the operation 
could be carried out. He strongly advocated abdominal hysterotomy, 
which, if necessary, could be undertaken under local anesthesia. Under 
debateable indications he discussed such conditions as multiple arthritis, 
hypothyroidism, previous albuminuria of pregnancy, idiopathic epilepsy 
in the father and psycho-neuroses. Finally, he said it was quite clear that 
although there are debatable indications, there is a great gulf between 
illegal abortion and the termination of pregnancy in these more doubtful 
cases. 

Dr. J. W. B. JAMES, speaking for the Section of Psychiatry, said that 
the first function of a psychiatrist was to make a precise diagnosis of the 
mental disability of the patient. It was generally possible to decide at 
once whether the symptoms were the result of organic disease or a 
confusion consequent upon toxic sources, psychosis, a neurosis, or psycho- 
neurosis. The termination of pregnancy was very seldom justified in 
neurosis and psycho-neurosis. He pointed out that it was very essential 
to remove an expectant woman exhibiting mental symptoms from the 
home conditions and have her observed in a hospital or nursing home. If 
a case can be treated by this means, when the mental symptoms have only 
just started, the symptoms improve rapidly. Three important symptoms 
are always noted in such a case, i.e. the loss of weight, sleep, and loss 
of insight. The last-named term indicates the loss of a patient’s hold on 
reality. If these three symptoms continue, then undoubtedly termination 
of the pregnancy or the induction of premature labour should be seriously 
considered. The termination of pregnancy does not as a rule actually 
help the patient’s mental state and, for a tine, may even aggravate the 
trouble; but if the pregnancy is allowed to continue the ultimate result 
will be very much worse. Indeed, there is a danger that while watching 
these patients for a prolonged period the psychotic condition may be 
given an opportunity to establish itself. The speaker quoted Dr. Percy 
Smith’s article showing that after the termination of pregnancy the 
patient often made a rapid recovery. 

Dr. HENRY YELLOWLEES, speaking for the Section of Psychiatry, said 
that there was a danger of overlooking the psychiatrist aspect of the 
question, since the feeling among medical men was to put ethical, social, 
and legal associations aside when considering the indications for terminat- 
ing pregnancy. It was much easier for practitioners in the other branches 
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of medicine to be guided by definite rules, but psychiatry embraced the 
whole life and personality of the patient, and there were no hard and fast 
rules by which to be guided. He also referred to Dr. Henry Smith’s 
article in the British Medical Journal of January gth, 1928. He considered 
that some of the cases quoted in that article were rightly treated on 
broader principles than the ‘purely medical considerations’? which the 
author advocated. Referring to the eugenic indications for terminating 
pregnancy, he quoted Dr. Cole, who said, at the Nottingham meeting, that 
we were ‘“‘without sufficient eugenic data’’ to allow the possible future of 
the child to enter our calculations. He himself did not altogether agree 
with this, and was sure that every medical man felt prompted at times by 
other considerations than purely professional traditions and the actual 
letter of the law. Finally, he said: ‘‘Has not the time come to be frank 
with ourselves and to realize where we actually do stand, and what our 
views really are, not so much as physicians and surgeons, but as scientific 
and enlightened men and women ?’’ 


THE DISCUSSION. 

Dr. CRIGHTON BRAMWELL expressed the opinion that in the past many 
of the difficulties met with had been due to the fact that views were 
expressed on general impressions rather than on statistical facts. For that 
reason he had collected eighty-two consecutive cases of cardiac disease 
complicating pregnancy, and in this series five deaths occurred. He 
concluded by saying that in his opinion congestive failure and fibrillation 
were definite indications for terminating pregnancy if discovered within 
the first three months of pregnancy. If they were found late in pregnancy, 
and the patient was not getting rapidly worse, pregnancy should be 
allowed to go to term, but the method of delivery should be left to the 
obstetrician. He considered that Czesarean section had great advantages. 

Dr. Potrs, of Birmingham, stated that in his opinion many of the 
mental conditions in pregnancy were due to toxic foci, and if treated 
early it was not necessary to terminate pregnancy. 

Dr. PERCY SMITH, in response to the Chairman’s invitation, thanked 
previous speakers for their kind reference to his work, and stated that 
in his opinion only medical considerations should be allowed to weigh 
in the determination of whether pregnancy should be terminated or 
otherwise. 

Dr. H. B. Duntop stated that he thought that the majority of people in 
the future would smile at the attitude of the medical profession on this 
question. He considered that eugenic considerations were of very great 
importance. . 

Dr. LEONARD FINDLAY thought that the question of the child should be 
seriously considered in discussing whether pregnancy should or should 
not be terminated; that, further, he considered that in the case of a 
phthisical woman the birth of a child was a terrible calamity, as it was 
almost certain to become infected. He did not think that mental defectives 
were likely to give rise to mentally defective children, nor were mentally 
defective parents very prolific. 

Dr. STOLKIND described several cases in which pregnancy in phthisical 
woman had been followed by disastrous result. 

PROFESSOR BECKWITH WHITEHOUSE and Dr. YELLOWLERS replied. 
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NORTH OF ENGLAND OBSTETRICAL AND GYNECOLOGICAL 
SOCIETY. 


A Meeting of the Society was held at Liverpool on Friday, March 2oth, 
1931. 


PROFESSOR BLAIR BELL (Liverpool) showed, 


A SPECIMEN OF A UTERUS WITH ATTACHED PORTION OF COLON REMOVED 
AT OPERATION FOR A UTERO-COLIC FISTULA DUE TO CARCINOMA. 


The patient was Io years past the menopause and had had eight pregnancies, 
the last occurring 18 years previously. Seven months before admission 
to hospital the patient had a severe attack of pain in the right iliac fossa 
associated with constipation and vomiting which lasted for one week. 
At this time a brown vaginal discharge appeared. There were periodic 
attacks of pain later and for the last few months there was lack of rectal 
control, and feces were passed both per vaginam and per rectum, For 
four days before admission there was bleeding per vaginam: marked loss 
of weight had occurred. On examination an almost complete tear of the 
perineum was found. The cervix was badly lacerated and there was some 
vaginal prolapse. The uterus was normal in position but enlarged to the 
size of a Io weeks’ pregnancy. A diagnosis of uterine neoplasm and 
lacerated perineum was made, 

The perineum and the anal sphincter were repaired, but in spite of 
efforts to keep the bowels constipated, three days later liquid faeces es- 
caped per vaginam and the wound broke down superficially although 
sphincter control was obtained. Vaginal packs revealed the fact that the 
feeces were escaping through the cervix. Owing to the general condition 
of the patient further operation was deferred until four months later, when 
the abdomen was opened. A mass of adhesions between the uterus and 
the pelvic colon was found and the abdomen was closed, colostomy being 
petformed. Pulmonary and cardiac complications again supervened. A 
month later, spinal anaesthesia having failed, the abdomen was opened 
under ether anzesthesia. 

The involved portion of the colon was divided on either side of its 
uterine attachment, and an end to end anastomosis was effected. The 
uterus was then removed with the attached portion of the colon and the 
part of the vesical wall which was involved. The patient, unfortunately, 
died two days later from septic broncho-pneumonia, as shown by post- 
mortem examination. The peritoneum was clean. 

The utero-colic mass was found to be a columnar cell carcinoma, 
Goblet cells could not be found. 

Professor Blair Bell thought the history indicated that the growth 
originated in the colon, it was, however, he considered, difficult to under- 
stand the perforation of the uterine wall. 

The President considered the important point te decide was which was 
the primary growth. He understood Professor Blair Bell to say that the 
feecal discharge preceded the bleeding, in which case the growth in the 
bowel was probably primary. Professor Blair Bell pointed out that there 
was a brown uterine discharge before the faecal discharge occurred. This, 
he thought, might possibly be due to a uterine growth. 
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Mr. N. L. Epwarps (Derby) asked if Professor Blair Bell had opened 
the uterus. Professor Briccs (Liverpcol) said that as there was a very 
considerable mass of growth it must have been there some time. He 
thought the primary growth must have been either in the bowel or in 
the uterine appendages. 

Professor BLAIR BELL, in reply, said, he had opened as much of the 
uterus as he could without spoiling the specimen. Sections were taken 
from both parts. On examination nothing was felt in the fornices ; for, 
as Professor Briggs said, the growth was on the top. 


Mr. St. GEORGE WILSON (Liverpool) reported 


A CASE OF SPONTANEOUS RUPTURE OF THE UTERUS. 


The patient, who had had eight children, was aged 36. At about the thirty- 
fcurth week of pregnancy she was admitted to hospital with albuminuria, 
cedema and vomiting of a week’s duration. Labour commenced spon- 
taneously shortly after admission; a foetus weighing three pounds seven 
ounces was delivered by the natural forces in seven and a quarter hours. 
There was no post-partum hemorrhage but it was noticed that the patient 
collapsed immediately after the birth of the child. The uterus was 
well contracted and the placenta was expressed from the vagina. The 
patient died 10 minutes after delivery. 

Post-mortem Examination. Free blood was found in the peritoneal 
cavity. A complete tear of the lower uterine segment on the right side 
was found with extravasation of the blood into the broad ligament 
spreading retro-peritoneally to the kidney. A lesser tear was found on 
the left side. The surface of the uterus was mottled and shewed small 
sub-peritoneal hemorrhages. Microscopically the uterine wall appeared 
normal. 

The President remarked that this was the type of rupture many of those 
present had seen, He had seen two. He would like to ask if there was 
any history of manual removal of the placenta, curettage or anything 
indicating a possible previous injury. Such a history could generally 
be obtained in cases occurring in multiparee. Was there any evidence of 
accidental hemorrhage. Professor D. Doucat, (Manchester) asked if there 
were degenerative changes in the uterine wall. 

Professor W. FLETCHER SHAW had not seen one of these cases, but the 
specimen reminded him of several cases in which he had done hysterectomy 
for concealed accidental hemorrhage. In his case, as in Wilson’s case, 
he found blood in the broad ligaments. There were also cracks on the 
peritoneal surface of the uterus which suggested they might have ruptured. 

Mr. LEYLAND ROBINSON (Liverpool) asked whether the rupture occurred 
at delivery and were there any manipulations after delivery which could 
possibly have caused the rupture. 

Mr. J. E. Stacty (Sheffield) asked if there was any record of stillbirth 
in the previous labours. 

Mr. St. GEORGE WILSON in reply said he had had difficulty in getting 
any history apart from what the husband could tell him. There was no 
sign of concealed accidental haemorrhage during labour or in the contents 
of the uterus after delivery. All he knew of the previous labours was that 
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one child was stillborn. Section through site of rupture did not, show 
definite signs of degeneration. The fundus uteri was mottled. In reply 
to Mr. Leyland Robinson, his idea was that the uterus split as the child 
came through. After the delivery she bled with the placenta still in situ. 
The placenta was not manually removed but was expressed from the 
vagina, 


Mr. N. L. Epwarps (Derby) demonstrated, 
A TWISTED HYDROSALPINX, 


which he had removed from a patient, aged 35, with two children. There 
was a history of several attacks of acute appendicitis. When first seen she 
was thought to be suffering from a recurrence of appendicitis, but on a 
tender mass being found in the right side of the pelvis pyosalpinx was 
diagnosed and expectant treatment was instituted. The temperature and 
pulse-rate subsided in a week, and three weeks later the abdomen was 
opened on a diagnosis of a small twisted ovarian cyst. The appendix was 
fibrosed and buried in adhesions. The right Fallopian tube presented the 
typical purple retort-shaped swelling and was slightly adherent to the 
rectum and to a loop of ileum. The right ovary was cystic and contained 
a hemorrhagic corpus luteum. The Fallopian tube was twisted through 
a complete circle in an anti-clockwise direction. 

The President remembered a case of this kind with irregular tempera- 
ture and pain for three weeks. The pain subsided. Torsion of the Fal- 
lopian tube was found but there was not sufficient blood to account for 
the pyrexia. He did not understand the cause of the fever in these cases. 

Mr. J. E. Stacey (Sheffield) had had a case resembling this, but in 
his case the Fallopian tube was normal with a large haemorrhagic corpus 
luteum in the ovary. 

Mr. N. L. Epwarps, in reply, stated that the fever lasted one week. 


Professor BLAIR BELL (Liverpool) described, 


A CASE OF INTRA-UTERINE PREGNANCY SUBSEQUENT TO CONSERVATIVE 
OPERATIONS PERFORMED, FOR DIFFERENT LESIONS, FIRST ON THE ONE 
AND LATER ON THE OTHER FALLOPIAN TUBE. 


When first admitted to hospital in December, 1925, the patient was 
aged 22 years; she had been married for one year and four months 
without the occurrence of pregnancy. She complained of menstrual and 
intermenstrual dysmenorrhcea. The uterus was retroverted and retro- 
flexed. Replacement and a ring pessary cured the menstrual but not the 
the intermenstrual pain. 

Laparotomy was performed and the left cornu of the uterus was found 
to terminate in a small rudimentary horn with the Fallopian tube attached 
to the distal end. Intra-abdominal insufflation proved the Fallopian tube 
was patent up to its uterine attachment. The right Fallopian tube was 
patent throughout its length. The left Fallopian tube was implanted into 
the uterine cornu after excision of the rudimentary horn and the uterus 
was slung in anteversion. T[ipiodal injection three weeks later showed 
that both Fallopian tubes were patent. 
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Two years later she was readmitted with a right tubal swelling; she 
had not missed a menstrual period, but gave a history of continuous loss 
per vaginam for three weeks. The abdomen was opened. An isthmical 
mole was found in the right Fallopian tube and a follicular cyst in the 
right ovary. The Fallopian tube was incised, the mole evacuated and the 
wound sutured. The cyst in the right ovary was removed by partial 
resection, after which the Fallopian tube and ovary were suspended. Both 
Fallopian tubes were tested and found patent. 

In April, 1930, the patient again came to the hospital and was found 
to be pregnant. Later she delivered herself at term. Both mother and 
child have done well. 

The President felt that the Society should congratulate Professor Blair 
Bell on a fine example of conservative surgery. He also had practised 
salpingostomy for ectopic gestation for many years. He knew of a case 
in which the patient threatened suicide after having a second Fallopian 
tube removed for this condition. Salpingostomy was, he considered, an 
easy operation. 


Professor BLaiR Bei, then deseribed, 


A DEGENERATING FIBROMYOMATOUS UTERUS RESEMBLING A PREGNANT 
UTERUS. 


The patient, aged 49 or, as later acknowledged, 52, was admitted to 
hospital with a diagnosis of ovarian cyst. She complained of swelling of 
the abdomen, flushes for 18 months, amenorrhcea for seven months and 
frequency of micturition with backache. On examination a soft, cystic 
abdominal swelling, the size of a 26 weeks pregnancy, was found, The 
breasts were inactive. The abdomen was opened and the uterus was 
found to correspond to 26 weeks’ pregnancy in size and consistence. 
Harder areas suggested the presence of fcetal parts. The right ovary 
was cystic and a hemorrhage suggested the corpus luteum of pregnancy. 
The abdomen was closed. 

The Zondek-Aschheim test was repeatedly negative. X-ray examination 
failed to show foetal parts. The patient was readmitted a month later and 
a fibro-myomatous uterus was removed by pan-hysterectomy. 

Professor BriGGs (Liverpool) said that these cases were more common 
now. Fibroids were not considered to be so urgent in his day. 


Mr. St. GEORGE WILSON (Liverpool) read a paper on, 


LOWER UTERINE SEGMENT CA‘SAREAN SECTION, 


illustrated by a cinematograph film of the operation as performed by 
himself, 

This paper is reported at page 504 of the current number of this Journal. 

The President congratulated Mr. St. George Wilson on an extremely 
interesting paper on a very interesting subject and especially on the very 
able way it had been presented. 

He himself nearly always did the lower segment operation. There was 
one difficulty which had not been referred to. He had often encountered 
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enormous vessels in the lower uterine segment. In the first case he had 
lost the patient, in later cases in which the blood-vessels were present he 
had done the classical operation, 

Professor Briccs (Liverpool) congratulated the author on his paper. 
Incisions were often the subject of discussion. He did not know that the 
importance given to them was always justified. Did we know that the 
lower segment scar would not rupture? There was one such in the 
University Museum presented by himself. He felt that we were only at the 
beginning of the subject and information must come slowly. He thought 
that Cesarean section was still done too frequently. He hoped to live 
to see the day when the man who uses the lower segment incision will get 
better results than the man who uses the classical incision. 

Professor BLarR Brut, (Liverpool) thought that Mr. Wilson and Dr. 
Newton were to be congratulated on the excellence of the cinematograph 
shown. Mr. Wiison had reminded him that he (Professor Blair Bell) had 
discussed the subject before the Society in 1920, when he described the 
advantages of a curved transverse—trap door—incision in the lower uterine 
segment, which he had introduced, over the straight, transverse or vertical 
incisions. He had found the operation easy and he had not had subsequent 
trouble. Professor Buarr BELL said he had performed Ceesarean section, 
both in the upper and lower segments on the same patient at consecutive 
deliveries. 

He called attention to the important discussion at Liege last. year 
(Société Belge de Gynécologie et d’Obstétrique, Session Extraordinaire, 
1930, Rapports, 1). Professor Brouha, who opened it, had performed the 
lower segment operation 125 times with a mortality of four per cent. In 
22.5 per cent there had been serious morbidity; these results could 
not be considered altogether satisfactory. Professor Blair Bell believed 
the operation to be a good one in suitable cases, but Czesarean section 
in the upper segment would not be entirely superseded, for it was a safe 
procedure if properly performed. In none of his cases had rupture of 
the scar subsequently occurred,,. 

Miss CRAWFORD (Liverpool) said she had done the operation in three 
cases. She was impressed by the immediate results and absence of post- 
operative reaction. Lactation she found, was not retarded, as it tended 
to be with the classical incision. 

Dr. J. H. Wuett (Liverpool) had not done the operation. For this 
incision the patient should be in labour. He thought rupture not un- 
common after the lower segment incision. In regard to sepsis there was 
an obvious advantage, but he thought the Trendelenbery position would 
counteract this. There was also a risk of laceration of the uterine arteries 
during extraction of the head. He thought the argument against the 
classical incision failed if the sutures were put in accurately, in which 
case there was little danger of defective coaptation. 

Mr. LEYLAND RopInson (Liverpool) said that Mr. Wilson had shown 
that the mantle of the old obstetrician had fallen on his shoulders. Was 
it necessary to wait until the patient was in labour? He thought that 
the reason why rupture had occurred in one or two of his cases with 
classical scats was that the patients had been in labour when the first 
Ceesarean section was done. He thought Mr. Wilson’s figures were 
excellent. He quoted one centre with a maternal mortality of 18 per cent 
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for the classical and seven per cent for the lower segment operation, He 
had been completely converted and proposed taking a postgraduate course 
under Mr. Wilson. 

Professor W. FLETCHER SHAW (Manchester) wished to join in the 
general expression of thanks and congratulation to Mr. Wilson. He 
referred especially to the beauty and clarity of the film. It was surprising 
how slow the operation had been in reaching popularity. He thought some 
of the reasons were :— 

1. That discussion on Ceesarean secticn had in the past largely centred 
on future material. 

2. That the lower segment incision occurred at the junction of the two 
segments, and 

3. That many people objected to having to wait until the patient was in 
labour. 

This last we now know to be unnecessary. He had lately done the . 
operation in a case in which both medical and bougie induction had failed. 
There was no sign of morbidity. It was this absence of sepsis in the 
lower segment cases which impressesd him most. He would like to know 
if Mr. Wilson had had trouble with hemorrhage. 

Dr. F. H. Lacey (Manchester) joined in the general congratulations. 
lie asked if Mr. Wilson dilated the cervix in cases in which the operation 
was done before labour. He did not find forceps necessary for the delivery 
ot the head and had had no trouble with hemorrhage. In a case of 
placenta praevia, however he preferred the classical incision. He injected 
pituitrin into the uterine muscle and when there was difficulty in getting 
the child to breathe, he injected lobeline into the umbilical cord. 

Mr. Stacry (Sheffield) expressed himself as converted. A few weeks 
ago he did two Cesarean sections, one with the classical and the other 
with the lower uterine incision. The first developed wound sepsis, the 
second was normal. He liad so far used the vertical uterine incision, but 
would in future employ the transverse. 

Mr. St. GEORGE WILSON, in reply, said he was glad to be able to read 
his paper with Mr. King in the Chair, because he had always been a strong 
supporter of the operation. As regards hemorrhage he knew it was 
mentioned by all authorities, but he had been lucky in not finding it. The 
large vessels in the plexus he considered best aveided by waiting until 
the lower segment came up. In the film he acknowledged his incision was 
rather high, but this was necessary for photographic reasons. He thought 
the curved incision better than the straight incision as it gave more room. 
He did not think Trendelenberg’s position essential and the operation could 
be done befoze the onset of labour. It was, however, better to let labour 
start, because in this way operation might sometimes be avoided. Miss 
Dobin Crawford was the only one of his colleagues in Liverpool who had 
followed his example, but he was glad to hear that Mr. Leyland Robinson 
was also coming into the fold. In regard to sepsis, it was obviously 
advantageous to have the incision low down in the resistant pelvis. He 
knew Professor Blair Bell's method of suture. In 1906 he had three cases 
of rupture of the uterus. All of these cases had had previous Cesarean 
sections. All were done by colleagues for whom he had sincere admiration 
and he felt that if they could not perform the classical operation in such 
a way as to prevent subsequent rupture he himself could not. He did not 
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select his cases but did the lower uterine segment incision as a routine 
eperation. Tast year at Walton Infirmary he did one classical and 17 
lower segment Czesarean sections. He was glad that Professor Fletcher 
Shaw had found the advantage of the incision in reduced morbidity. In 
regard to the question of dilatation of the cervix when labour had not 
commenced, raised by Dr. F. H. Lacey, he had not found this necessary. 
Apart from compression of the uterus he had left it to nature. In regard 
tc placenta praevia, he had done one case with contraction of the pelvis 
and had not had any hemorrhage. He was not, however, keen on Ceesarean 
section of any kind for placenta previa, as the child was generally in such 
a poor condition. He used lobeline and considered it very useful. 

He would like to express his indebtedness to Dr. Newton for the care 
and? skill he had shown in taking the film. 


At the meeting of the Society held at Leeds on May 22nd, 1931, 
Dr. M. Cave described 


A Cask OF FAILED FORCEPS WITH FRACTURE OF THE PELVIS. 


The patient, a primipara, was admitted to hospital after the forceps 
had been twice applied unsuccessfully. The general condition was bad, 
and there was a tear on the right side of the vagina through which the 
jagged ends of a fractured descending pubic ramus could be felt. The head 
was visible and a stillborn foetus weighing seven pounds nine ounces 
was delivered by the forceps after a left episiotomy had been performed. 
After five weeks, during which she was very ill, the pelvis was X-rayed 
and a healed comminuted fracture of the right pubic ramus was 
demonstrated. It was thought that the fracture was possibly caused by 
the forceps being forcibly pulled upwards and to the right over the 
mother’s abdomen. 


Mr. A. W. Fawcett described 
A CASE OF DISLOCATION OF THE SYMPHYSIS PuUBIS IN NORMAL LABOUR. 


Such cases were rare, although one had this year been put before the 
Society by Dr. Bride. The frequency seemed to be about one in 15,000. 

The patient, a primipara aged 18, was delivered, by the natural forces, 
of a baby weighing seven and a half pounds. On the eighth day, on 
sitting up in bed, she felt a sudden pain in the right groin. On the 
thirteenth day she got up, but felt pain each time she flexed the thigh 
and also complained of pain over the right sacro-iliac joint. On the 
sixteenth day she returned to bed. 

A month after confinement a gap could be felt on pressure on the 
anterior vaginal wall. This caused considerable pain. The X-rays showed 
a-gap of three-quarters of an inch, The pelvis was fixed with a tight 
binder; this relieved the pain and 10 days later the X-rays showed the 
gap to be reduced to a quarter of an inch, 
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Mr. B. 1,. JEAFFRESON reported 


A CASE OF PERFORATING ULCER COMPLICATING PREGNANCY IN A TERTIPARA 
AGED 33 WHOSE TWO PREVIOUS PREGNANCIES HAD BEEN NORMAL, 


There had been slight vomiting after food for two weeks when she 
was admitted to hospital at the thirty-sixth week, suffering from a central 
placenta preevia. Version was done, a leg pulled down, and the patient 
delivered herself in six hours of a stillborn child, without much loss of 
blood. 

The puerperium was uneventful until the fifth day, when she com- 
plained of abdominal pain. She vomited and her pulse-rate rose to 140. 
There was some collapse, the abdomen was resistant but not rigid, and 
there was no localized tenderness or evidence of free fluid. She died 
10 hours after the onset of the symptoms. Post-mortem a perforated ulcer 
was found on the anterior wall of the duodenum. 

Mr, Jeaffreson quoted Le Play, who considered that the increased acidity 
of the gastric contents in pregnancy accounted for the extension of the 
ulcer in the case he reported. Balint and Crohn, on the other hand, thought 
there was a marked amelioration of the symptoms of gastric ulcer during 
pregnancy, although they recurred with increased severity during the 
puerperium. Bassler, who reported a similar case, thought the stomach 
was able to resist the hyperchlorhydria ; devitalization, however, by severe 
hemorrhage lowered the resistance and an ulcer ensued. Mr. Jeaffreson, 
in this difference of opinion, was inclined to agree with Bassler’s view. 


Mr. A. W. Fawcett showed 


A SPECIMEN OF CARCINOMA OF THE RECTUM, WITH SECONDARY GROWTH 
IN BOTH OVARIES. 


In December, 1929, the patient first complained of symptoms referable 
to the rectal condition. In June, 1930, a stricture of the rectum was found 
in hospital and dilated. In October this was repeated and a piece was 
removed for section and was reported non-malignant. In December, 1930, 
amenorrhcea supervened, and in February, 1931, Mr. Fawcett opened the 
abdomen and removed both ovaries, which were mobile and symmetrically 
enlarged to the size of small oranges. The rectum was fixed below the 
pelvi-rectal junction, but the pelvic floor was not involved. A left inguinal 
colostomy was performed. The pathological report stated that there were 
columnar-celled carcinoma of the rectum and secondary involvement of 
both ovaries. 


Mr. A. A. GEMMELL (Liverpool) read a short paper on 


REPEATED HYDATIDIFORM MOLAR PREGNANCIES. 


Mr. Gemmell described a case in which the condition had recurred. 
The patient, aged 28, married five years, was admitted to hospital in 
February, 1927, and passed a hydatidiform mole. In January, 1931, she 
was again admitted and again delivered herself of a hydatidiform mole. 
On neither occasion were lutein cysts found on examination. On the 
second occasion clinical cure was controlled by the Aschheim-Zondek test. 
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A search of the literature revealed 20 undoubted cases of such a 
repetition. In the majority only two moles were passed, but the number 
went up to 11 in a case reported by Mayer. Essen Moller described 18 
cases of hydatidiform mole, two of which recurred. Williamson reported 
25 with two recurrences. Findley’s collection of 500 contained only seven 
with recurrence. 

Examination of the reproductive histories of the cases pointed to the 
conclusion that if reproductive life commenced with a hydatidiform mole 
further moles might be formed or healthy children might be delivered. 
On the other hand, if the mole came after a normal pregnancy the patient 
would not again bear a healthy child. To this, one exception had been 
reported, and the numbers available were too small for generalization. 

The condition was almost unknown among animals. Anterior pituitary 
hormone, excreted in the urine of pregnant women, was present in 
especially large quantities in cases of hydatidiform mole, It has not yet 
been found in the urine of pregnant animals. It has, however been demon- 
strated in large quantities in the blood of pregnant cows. Possibly in the 
human the production was excessive and led to partial excretion in the 
urine. As Zondek had shown, injection of this hormone into animals 
produces ovulation, increased output of cestrin and, in larger amounts, 
complete luteinization of the ovary. Zondek and Aschheim had also shown 
that injection of pregnant animals produces ovulation, and increased doses, 
abortion. Mr. Gemmell suggested that, as it was generally agreed that 
the corpus luteum was necessary for the implantation of the ovum, an 
excessive production of cestrin overshadowing the corpus luteum hormone 
might lead to an irregular growth of the chorion in an attempt to secure 
implantation. This theory he considered further supported by the production 
of lutein cysts in the ovaries. This conception suggested the search for 
some means of controlling the output of anterior pituitary hormone. 


Mr. A. GouGuH then described 
A MODIFICATION OF FOTHERGILI.’S OPERATION FOR UTERINE PROLAPSE. 


He hoped he would not be thought to be trying to paint the lily. He, 
like the majority of gynzecologists, had used this method of treatment 
with at least 95 per cent of complete successes. In a small majority, 
however, he had found a small redundance of tissue in the posterior 
fornix after the classical operation. The type of case in which he found 
this liable to occur was the prolapse of the third degree. The first part 
of the operation was done as described by Fothergill, but instead of the 
incision being carried completely round the posterior aspect of the cervix 
it left the cervix after amputation attached to the upper part of the posterior 
vaginal wall. The posterior terminations of the incision were then stitched 
into the cervical canal to commence the reconstruction of the cervix. 
After the cervix had been covered, the parametric tissues brought together 
in the mid-line in front and the anterior vaginal wall reconstructed, a 
posterior colporrhaphy by Donald’s method was commenced from the 
amputated cervix, which, up to this point, remained hanging from the 
posterior fornix, working down to the skin surface. The buried sutures 
in this case commenced high up, bringing the levatores ani together in 
the mid-line. 
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THE EDINBURGH OBSTETRICAL, SOCIETY. 


A meeting of the Society was held on May 13th, 1931, with the President, 
Dr. H. S. Davipson, in the Chair. 

A paper on, 

UTERINE PROLAPSE, 
was read by Miss GERTRUDE HERZFELDT and Miss MARGARET C. Top, 
embracing an investigation into 227 cases of prolapse operated on between 
1922 and 1929, in order to compare the pre-operative clinical features with 
the post-operative results. Of the 227 cases 132 were traced for periods 
varying from one to seven years. 

Table 1 gives a general idea of the conditions present before operation. 
t will be noted that the complaint of ‘‘something coming down’ was not 
universal, and that a woman with a cystoccele, rectoccele and cervix at 
the vaginal orifice may have little local discomfort, but complains of 
discharge and hackache. Frequency of micturition was one of the most 
constant symptoms in all varieties of prolapse and was present before 
operation in 70 per cent of the 227 cases, while every patient with total pro- 
lapse had incontinence of urine. 

Vaginal discharge was complained of in every case in which a lacerated 
cervix was found, and 30 out of 34 such patients also complained of back- 
ache. On the other hand, only 10 out of 39 patients with complete pro- 
lapsus made this complaint. 

Complications after operation were associated with sepsis and consisted 
either of secondary hemorrhage which occasionally occurred after ampu- 
tation of the cervix, or, still more rarely, of sloughing of the wound. 

Operative procedure.. The technique evolved by Donald and Fothergill 
of Manchester was followed in almost all cases, and the authors considered 
that abdominal surgery was never required for the cure of prolapse. 

Results of operation. (Table 2). 127 out of 132 patients were com- 
pletely cured, i.e. 96 per cent, although 18 patients made a complaint of 
slight frequency of micturition. In all these the urine was acid, and in 
the majority infection with the bacillus coli was found. All the symptoms 

‘ disappeared on the administration of potassium citrate. In two of the 
earlier cases the operation failed and the prolapse recurred. 


Conclusions. 

1. Surgical treatment of uterine prolapse is a safe and satisfactory 
method of treatment. 

2, Abdominal surgery is never required in this condition. 

3. The operation results in a feeling of well-being often not experienced 
by the patients for many years previously. 

4. Pessary treatment, while palliative as regards symptoms, should be 
used only in cases in which operation is out of the question, or in very 
young women. 


Dr. A. Rak GincuRist then read a paper on, 


THE RELATION OF HEART DISEASE AND PREGNANCY, 


in which he stated that heart disease was not a common complication of 
pregnancy, but when it did occur it might well give rise to some anxiety 
on account of its relative infrequency in the individual practitioner’s 


N 





: Sy 


d Gynecolo 


etrics an 


a 
n 
Q 
Oo 
i 
° 
oS 
=) 
_ 
= 
fo) 
a, 





fe) ¢ I 
z I oO 
fe) oO oO 


120.L 








oO 
oO 


I 


8 LV 
z v 9 
¢ LZ II 


asdejoid ajzardurog 
XIAIOO 94} JO WOTJVIDOR] 
Y}IM Bsd0yaI pur 3[ad0}sAD 
XTAIND 9Yy}. Jo Aydosr}y1edAy 
YIM 3]8090z991 pue 9]2090}sL> 
XIAIOD 9} Jo 
AydoszradAq yzM 9Ja00}sf5 
3[H90zD9I pue I[2090}sA_D 
A[WO 3]3090399xF 
A[wo apas03sX_ 





[eyuouNaysuT 
soloueuselg 
eAtzV10do-4sOg 4qystys 
surojdurds ON 


[euLION uOoTyRULWIexa uO 
punoy e[29048490 


parinded 
asdepoig 


queseid suzo}duidAs 


surojdurks ou 
: pong 


S[eqO], 

Axeuran ynq 

uoryisod poos 
ur snze4—) 


uoizeredo ye punoy 
uor}1puo.) 








“NOILVUAdO AO SLINSAY AHL AO SISATIVNY NY 


Cr 


‘eS MIGVE 


6Sr 961 


S[BJOL 





I oO VI 
fe) ¢ ZI 
re) fe) zt 


OI 
of 


€r 
¥ 


gt 
QI 
I 


oz 
ve 


v1 
8 
i$ 


v1 
ZI 


Ze Ze 
gz 


OI 
8 
ze 6S 


Oo I 
oI QI 


Ze asdejoid azatdurod 
ve XIAIIO 9} JO WOTzeIVL] 

YIM 9[3090}991 Pue 3[a90}sAD. 
Zt xtaiso oy} Jo AydoszsrodAy 

YPM 9[8000}931 puw 3[a090}sAp 
OI XIAIOO 9Y2 JO 

Aydosz1edAy YIM 3[2090}SA> 
6g 9[8090}901 pue 3][a090}SsA_ 
gI A[Uo 9318090399 y 
cz Ajuo 2a[a000}sha 





snqlunig seow@y Jo uorjediyjsuog ayoeyoeg oeS1eyosip 
peurse A 


uMop Surur09 


UOTPLAINYOTUL JO 
Suryyourog 


Sururesjs uo 
Aouonbo.q 


eoueurzUOoUI 
pue 

uOTzIINYOTUI 

eyeqidwe1g 





‘Ir XTaV 


T®70L, 


uoryeiedo 4e 
wOoHTpUOH 


punoy 


“ON 


“NOILVYAdO ANOAAG AO GANIVIANOD SNWOLUWAS AHL AO SISA TIVNY NY 





Reports of. Societies =... 953 


experience. .That pregnancy. throws. an additional and progressively 
increasing burden on the normal heart was well known, a burden which 
is as a rule well borne, although in certain healthy women dyspnoea on 
exertion and even a tritling amount of @dema of the ankles are of common 
occurrence. Faced with pregnancy in a patient known to be suffering 
from cardiac disease, the practitioner’s duty is to endeavour to form as 
accurate a prognosis as possible for that particular woman. This involved 
the recognition of the possible dangers to the life or health of the mother 
during the pregnancy, labour and the puerperium. A heart embarrassed 
by the strain of pregnancy or labour was productive of certain symptoms 
varying in the milder cases from a sense of exhaustion with slight 
dyspnoea to fully developed heart failure, as indicated by orthopneea, 
generalized oedema and increased venous blood-pressure, in the most 
severe cases. Certain emergencies might arise during pregnancy or 
labour as a result of the sudden onset of auricular fibrillation with a rapid 
pulse-rate, or the occurrence of multipie infarcts in the lungs, or acute 
pulmonary cedema, or finally collapse from acute cardiac dilatation. On 
the other hand an impression might be formed that after labour the pro- 
longed additional burden of the pregnancy had made a further additional 
inroad into the cardiac reserve, with the result that the response of the 
heart to exertion was worse than before pregnancy. Finally, if it was 
considered desirable to empty the uterus artificially, then the obstetrician 
must act at the most suitable time and in the most appropriate manner, 
in order that the interference might be of minimal risk to a patient 
recognized to have an impaired life. 

Four years’ experience of these cases in the antenatal department and 
wards of the Royal Maternity Hospital, Edinburgh, had led to the con- 
clusion that no more accurate method of assessing the ability of these 
women with cardiac disease to go successfully to term was to be obtained 
than by grading them according to the functional efficiency of the heart. 
The type of valvular disease, the etiology and degree of cardiac hyper- 
trophy were in themselves of very little help in formulating a prog- 
nosis. The actual structural change in the heart mattered little. The 
most important factor was the functional efficiency of the heart muscle. 
This could readily be assessed by noting the response of the patient to 
her everyday activities. In gauging the ability of the cardiac patient to 
withstand the strain of pregnancy and labour, the functional classification 
of cardiac disease outlined by the New York Heart Association had proved 
to be of the greatest assistance. At the time of the first examination an 
attempt ought to be made to classify the patient in one of the following 
groups :— 

Group 1. Those patients who, although suffering from organic heart 
disease, were able to perform their habitual physical activities without 
any unusual distress, fatigue or dyspnoea. 

These women were well able to stand the strain of pregnancy and labour. 
They do not give rise to difficulty. 

Group 2a. Those patients who were able to perform their usual 
activities, but had slight discomfort in so doing. They had a slight 
limitation of physical activity, which showed itself by shortness of breath 
on climbing stairs, on walking uphill or after performing household duties. 

Pregnancy and labour caused but little anxiety in these patients, 
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although if the second stage of labour was prolonged the timely use of the 
forceps was indicated. 

Group 2b. Those patients who had a definite limitation of physical 
activity. They were unable to perform their usual duties without resting 
at intervals. Several halts were necessary in climbing a flight of stairs. 
They had given up attempting the more strenuous household duties and 
at night the ankles might be swollen. 

Seen before the sixth month with such symptoms, many of these-women 
would require a Czesarean operation at or ahout term, depending upon the 
response they made to adequate medical treatment. Others who developed 
such a grade of failure in the later months, and who responded satisfactorily 
to treatment, would be able to deliver themselves spontaneously and with- 
out risk, 

Group 3. Those few patients whose cardiac reserve was minimal. They 
were unable to carry cn any physical activity without discomfort. They 
could at the most walk only a few yards, and that with difficulty. They 
had a greater or less degree of congestive heart failure even when at rest 
in bed, 

Women in this state were almost as certain to die if they went into 
labour spontaneously as they were if any obstetrical interference was 
attempted before the circulatory conditions were adequately treated. 
Heart failure of this degree in the first few months of pregnancy was 
probably unrelated to the demands of the foetus. Hysterectomy should be 
performed as soon as the woman is judged fit enough. In the later months 
this degree of heart failure could be avoided by adequate antenatal care 
directed to improving the circulatory efficiency. Seen in this degree of 
failure, with labour imminent, energetic medical measures must be 
instituted at once. It was an axiom that no woman should be exposed to 
the additional strain of active obstetrical interference before every en- 
deavour had been made to improve the circulation. Left alone they might 
deliver themselves successfully and often prematurely; interfered with 
they were almost certain to die, if not at the time of intervention then in 
the early days of the puerperium. Happily such cases were not very 
common. 

Of a series of 95 women who were carefully followed through pregnancy, 
labour and the puerperium g2 per cent survived pregnancy, and with more 
adequate supervision it ought to be possible to improve this figure. The 
prospects of a woman delivering herself successfully at or about term 
were illustrated by the following figures. In Group 1, 84.6 per cent 
accomplished this, the remainder miscarried. Jn Group 2a, 77 per cent; 
in Group 2b, 55.6 per cent; and in Group 3, 18.2 per cent. There were 
no Cesarean operations in Group 1, In Grou: 2a there were 7.7 per cent 
(and these, in the light of present experience, were probably unnecessary) ; 
in Group 2b there were 37.8 per cent, and in Group 3, 54.6 per cent. 

The question of a suitable anasthetic sometimes arose. His view was 
that the anzesthetist was of more importance than the anesthetic employed. 
Many of the cases were done under spinal anesthesia with admirable 
results, but chloroform combined with oxygen seemed quite safe in skilled 
hands. Ether was doubly irritating to congested lungs, and gas, if pro- 


ductive of any cyanosis, embarrassed the heart by the ill-effects of 
anoxeemia, 
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THE EDINBURGH OBSTETRICAL SOCIETY. 


A meeting of the Society was held on June 1oth with the President, 
Dr. H. S. Davipson, in the Chair. 


Dr. DuNCAN M. MorRISON read a paper on 


URETERIC LESIONS AS A CAUSE OF ABDOMINAL LESIONS. A CONSIDERATION OF 
URETERITIS AND URETERAL STRICTURE, 


Ureteral stricture is a condition which has only recently been 
recognized clinically as a definite entity. The pathology is still obscure. 
As proved by corrective treatment, many cases of apparently obscure 
abdominal pain are due to ureteric lesions. The zones of the ureter which 
are most frequently affected are the nodes, or the physiological sites of 
uarrowing, i.e. (a) The pelvo-ureteral junction. (b) Where the ureter 
crosses the iliac vessels. (c) The transvesical portion. (d) In women, where 
the ureter runs below the broad ligament. 

The types may be differentiated : (1) Congenital. (2) Acquired. 

1. The congenital type, due to a developmental error, is frequently 
characterized by a simple localized narrowing without any intra-mural 
thickening. 

2. The acquired form is apparently secondary to a primary focus of 
infection, which may be situated in the tonsils, teeth, prostate, or cervix 
uteri. It might also be induced by certain forms of repeated severe physical 
exertion, such as throwing the hammer. 

The earlier phases of ureteritis were associated with local hyperzesthesia 
of the overlying mucosa, any stimulation of which, readily produces 
ureteral spasm. The initial stage of the infection did not give rise to an 
appreciable reduction of the ureteral lumen, but later, as intra-mural 
changes became more evident, localized zones of narrowing occurred 
vorrespondirig to the sites affected. An increasing interference with the 
conduction of urine and the resulting stasis within the renal pelvis ensued 
because of the intermittent attacks of spasm, and, later, the more con- 
tinuous impairment of the ureteral lumen. Apart from the discomfort 
arising directly from the affected portion of the ureter, the condition 
required attention since, mechanically, there was a progressive hindrance 
t» renal elimination with a consequent adverse effect on the general 
metabolism. The rapidity of the destructive process depended upon the 
site of the lesion. As a general rule, the low ureteritis would take longer 
to affect renal damage than would one situated at the pelvo-ureteral 
junction. 

The lumen of the ureter at the affected site was not often very markedly 
reduced, hence the commonly applied term ‘‘ureteral stricture’? was 
inaccurate except in a few cases in which fibrous stenosis was present, 
simulating the condition more frequently met with in the urethra. It 
was probably due to this inappropriate term that misdirected criticism 
had arisen. 

Symptomatology : General :—The patient usually presented a mild 
degree of toxcemia, i.e. a sense of lassitude, a loss of mental acumen, 
headaches, nervousness and irritability 

Local :—(1) If attacks of vague pain were complained of in either renal 
angle, or laterally below the costal margin, attended with nausea or 
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vomiting, with occasionally a dull ache just below and _ lateral to the 
umbilicus, it was probable that examination would reveal ureteritis at 
the pelvo-ureteral junction. 

2. If pains were referred to the inguinal region, a lesion at the pelvic 
brim was suggested. 

3. Pains in the groin without vesical symptoms would point to a source 
in the broad ligament. , 

4. A supra-pubic ache associated with attacks of urinary frequency 
usually indicated involvement of the ureter at or near its trans-vesical 
portion. 

If, as frequently occurred, more than one portion of the ureter was 
affected, there was a corresponding grouping of the above symptoms. 

The attacks of pain-were commonly described as dull, persistent and 
aching in character, frequently likened to a toothache. The attacks might 
last from one hour to several hours. The pain was gradual in onset, 
reached a marked degree of intensity, then slowly subsided. At the period 
of intensity or most marked ureteral spasm there was, very commonly, 
a sense of renal discomfort indicating a damming of urine in the renal 
pelvis. The pain was not induced by exercise but fatigue or excessive 
exertion tended to bring it on. 

Patients frequently complained that they were awakened in the early 
hours of the morning with the pain, and that relief was only obtained 
by rising and walking about for a short time. It might be inferred that 
in the recumbent position the ureter was relatively most extended, and 
that the slight tension due to this irritated the localized inflammatory 
area within the ureteral wall. There might be intermissions from pain 
for days, weeks or months. 

As ureteritis produced stasis in the higher urinary tract two patho- 
logical entities were frequently found secondary to it, chronic or 
relapsing pyelitis and calculus formation. In the successful treatment 
of these two conditions it was essential that the primary contributing 
factor should not be overlooked. 


Diagnosis : 

Since the symptoms might closely simulate those of chronic appendi- 
citis and disease of the pelvic organs the differential diagnosis was 
not easy. The absence of vesical symptoms in all cases except those with 
a trans-vesical lesion, together with normal urine, tended to negative the 
possibility of a pathological condition of the urinary tract. A cystoscopic 
examination would fail to reveal the lesion if ordinary straight ureteral 
catheters were employed, unless the degree of ureteritis was sufficiently 
marked to render stenosis evident. By such a means, therefore, only a 
small percentage of lesions would be detected and the majority missed 
because of the inadequacy of the diagnostic measures. 

A positive diagnosis may be made on the following findings: (a) The 
presence of residual urine in the renal pelvis. (b) Calibration of the ureter 
by a bulbed- bougie, noting mechanical resistance to the passage of the 
bulb or “hang’’ on its withdrawal, and the local induction of pain, and 
the character of the pain. (c) Reaction pain. If following instrumenta- 


tion thete is a reproduction or an exaggeration of the pain previously 
complained of. 
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Varying amounts of residual urine were to be found in the renal pelvis 
it cases of long-standing or established uteteritis, but in the more recent 
types in which ureteral drainage was still adequate, residual urine was 
not found. In the earlier stages, accordingly, reliance had to be placed on 
calibration. 

By the employment of bulbed bougies the entire length of a ureter 
could be readily palpated and any altered zone detected. Since the normal 
ureter resembles an elastic tube, its walls can be painlessly distended to 
an appreciable degree, but should a segment of this tube be rendered 
somewhat rigid by inflammatory changes, this portion would show some 
resistance to dilatation and the process would induce local discomfort. Thus 
by a mechanical sense of touch, combined with the statement of the 
patient regarding the site and character of the pain produced, the location 
and type of a ureteritis may be determined. 

In doubtful cases if the pain produced during or following the 
examination is not similar in character and location to the previously 
experienced pain, ureteritis may be dismissed as the causative factor. 

Treatment: A course of progressive ureteral dilatation should be 
undertaken till size No. F.12 bulbed bougie could be easily tolerated. By 
this means the attacks of pain are alleviated, and since better ureteral 
drainage is achieved there is a corresponding removal of stasis within 
the renal pelvis permitting improved renal elimination with consequent 
benefit to general health. 


Dr. J. R. CAMERON read a paper on, 


INTRACRANIAL INJURIES IN THE NEW-BORN AND THEIR RELATIONS TO 
BREECH DELIVERY. 


To illustrate his paper he showed six beautifully dissected specimens 
of skulls from babies who had died either from intracranial injury during, 
or soon after breech delivery. He also described in detail the birth- 
records of these cases, and tried to derive an analogy between the clinical 
management and the intracranial damage. The technique of dissection 
was also carefully gone into, and the various anatomical factors involved 
in the production of these injuries was discussed. 


Dr. W. P. KENNEDY gave the records of a case of, 


STREPTOCOCCAL INFECTION OF THE UTERUS COMPLICATING PREGNANCY. 


THE ROYAL ACADEMY OF MEDICINE IN IRELAND. 


A Meeting of the Section of Obstetrics of the Royal Academy of Medicine 
in Ireland was held in the Royal College of Physicians, Dublin, on Friday, 
February 20th, 1931, the President, Dr. A. H. Davipson, in the Chair. 
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Dr. T. H. Heaty showed 
SPECIMENS FROM A CASE OF ABDOMINAL PREGNANCY. 


Mrs. M. McD., aged 34, primigravida, was admitted to the Coombe 
Hospital on the night of the 11th February, 1931. I am indebted to Dr. 
John Noonan, of Dundalk, for the following information about her condition 
during pregnancy. Last menstrual period, 15th June, 1930. In August the 
patient spent a week in bed on account of abdominal pain and vomiting. 
Vaginal bleeding had not occurred. She recovered from this attack, but her 
weight diminished steadily. Dr. Noonan was again called in about the 28th 
January, 1931, because the patient had contracted a chill and was again 
vomiting. On admission on February 11th she looked very ill. There was 
slight cyanosis of the face, marked emaciation of the body and limbs, dry 
brown tongue; the pulse-rate was 140, the temperature 99°F. Her mental 
state was drowsy and confused, but she was able to state that she had 
been vomiting for about three weeks, and was not in pain. She said that 
she had felt the movements of her baby until about three weeks ago, when 
they ceased. 

The condition of the heart and lungs was normal. An abdominal tumour 
reached to a point two inches above the umbilicus; this tumour was in 
the centre of the lower part of the abdomen; it felt doughy. About the 
middle of the tumour, an inch to the right of the umbilicus, there was 
a hard lump, the size of a lemon, which he thought was a fibroid. This 
lump and the main tissue were moveable. The foetal heart was not heard 
and the baby could not be palpated. 

Vomiting of coffee-ground material occurred two or three times after 
admission. Four grains of calomel brought on diarrhoea, with black 
semi-solid motions, which persisted until the time of her death, three 
days after she reached hospital. 

The urinary analysis was not abnormal, although her feet became 
cedematous the day after her arrival. She was treated as a case of toxzeimic 
vomiting, but she did not respond to treatment. I.took the view that 
operative interference would prove fatal, and therefore postponed emptying 
the uterus until her general condition had improved, I had, however, 
decided that the risk would have to be taken, when she died. A vaginal 
examination was not made in the hospital, 

Post-mortem findings: The heart and the blood-vessels were normal. 
The lungs showed active submiliary tuberculosis. The peritoneal cavity 
contained a small amount of straw-coloured fluid. The foetus lay in a sac, 
composed of its own membranes, to which were adherent coils of the large 
and small intestine as well as the great omentum. The uterus lay on the top 
of the sac, and contained only necrotic decidual tissue. The foetus lay with 
its head in the pouch of Douglas and its back to the left. It was of about 
seven and a half months’ development, and was slightly decomposed; it 
had been dead about a week. The placenta was attached to the caecum and 
neighbouring peritoneum; the broad ligament, the Fallopian tube and 
the umbilical cord were of normal size. The other abdominal organs 
were normal. 

A--complete microscopical examination of the Fallopian tubes and 
ovaries, to determine the site of rupture, has not yet been made, because 
it seemed desirable to show the entire specimen before cutting sections. 




















Review of Current Literature 989 


The PRESIDENT said that cases of abdominal pregnancy were very seldom 
seen. In this case the placenta was very well formed, and it was easy 
to see, if an operation had been performed, how difficult it would have 
been to remove the placenta, He thought that it would have been impos- 
sible to remove it; it could only have been left behind in the sac. 


Dr. D. Cannon showed 
A CASE oF ErB’s PARALYSIS. 


A girl, nine years old, was admitted to the Children’s Hospital last 
September with the left upper limb considerably wasted. The arm and 
forearm hung close to the side, with the forearm extended and pronated. 
On account of the contraction of the pectoralis major the limb could not 
be passively moved from the side for more than three inches. The spinati, 
deltoid, biceps, brachialis anticus, and supinators were paralysed. All 
these muscles, except the deltoid, gave a weak response to Faradism. The 
case was one of old-standing Erb-Duchenne paralysis, due to an incom- 
plete lesion of the anterior primary divisions of the fifth and sixth cervical 
nerves. The child was the second of twins; her mother said, ‘‘The nurse 
noticed that the left arm was weak immediately after birth.’’ 

The fundamental principle in the treatment of nervous lesions is to 
prevent, by a suitable splint, overstretching of the paralysed muscles and 
contracture of their opponents. It was the contracture of the pectoralis 
major that made the treatment of this case so difficult, 

By means of a suitable splint the contraction was gradually stretched 
until the arm could be fully abducted. At this stage the child was fitted 
with an aeroplane abduction splint, which she is still wearing. Throughout 
treatment the child had daily massage and passive stretchings until the 
deformity was corrected. Three days a week the muscles were treated 
by Faradism ; afterwards, swing and pulley exercises were instituted until 
she had full active movements in every direction. Re-education exercises, 
by Mackenzie’s method, were then begun and are still being carried out. 
All the movements about the joint are complete except abduction, which is 
still impaired. The joint is not quite stable. The successful treatment 
of this patient is entirely due to the skill of Miss McCullagh, masseuse 
to the Hospital. 

Dr. MACAULEY, in congratulating Dr. Cannon on the result he had 
achieved in this case, said such cases usually did very well. 

Dr. CANNON, in replying, said that cases such as this were not usually 
seen at hospital until about three weeks after delivery. He had seen 
three cases recently, all of which had resulted from delivery by the 
breech. The obstetric history of the case he had shown was not known. 
It should be remembered that in infants less than three months old a 
result would not be obtained from Faradism, but after that age Faradism 
was usually efficacious. 


Dr. Davidson (for Dr. O’DoNnEL, BRowNnE, who was unavoidably absent) 
read Dr. Browne’s paper on 


GWATHMEY ANZ‘STHESIA IN LABOUR. 


The results of the treatment of 43 cases, treated according to the method 
of Gwathmey and Harrar, were described and compared with those obtained 
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by the use of scopolamine and morphine. The routine treatment was to 
give a hypodermic injection of a quarter of a grain of morphine and two c.c. 
of a 50 per cent solution of magnesium sulphate as soon as labour had 
begun in a multipara, or when the os was three fingers dilated in a primi- 
para. Twenty minutes later the magnesium sulphate was repeated, the 
same dose being given. The ears were plugged, and when the analgesic 
effect of these drugs was wearing off anesthesia was induced by the 
rectal ether mixture. This was mixed with olive oil and was given slowly 
between the pains. The mixture consisted of anesthetic ether 21% 0z., 
quinine alkaloid gr. 20, absolute alcohol m. 4o, olive oil oz. 2. Twenty 
minutes later a further dose of 2 c.c. of a 50 per cent solution of 
magnesium sulphate was given intramuscularly. It was found that 
magnesium sulphate prolonged the action of the morphine without 
increasing its toxicity. Rectal ether instillations were repeated, whenever 
necessary, throughout labour. 

Labour was normal when this method of anzsthesia was used; the 
co-operation of an analgesic patient assisted greatly when manipulations 
were needed. One patient with uterine inertia was under the influence of 
the anzesthesic drugs for 37 hours, without ill effects to. the mother or 
the child. Intestinal complications were never noted and the puerperium 
was normal in all cases. No cases of asphyxia neonatorum occurred, and 
lactation was easily established. There was one stillbirth due to prolapse 
of the cord, and one patient became morbid due to mastitis. The results 
were similar to those of Harrar; 97 per cent of the patients derived benefit. 
Both Harrar and the author found 30 per cent rectal ether more efficient 
than twilight sleep, and without danger to the infant. Two per cent of 
the patients treated were unaware of pain from the first injection of 
morphine and magnesium sulphate. This method of relieving pain for 
such a long time is undoubtedly in advance of any other means in use at 
the present day. It is simple, safe, and effective in 97 per cent of the cases. 

Dr. G. MELDON said that he considered rectal ether to be an extremely 
satisfactory anzesthetic. He had found that in patients who came into 
hospital early on the morning of operation, or on the previous evening, it 
was not so successful. He thought the reason for this was that the bowel 
was not empty. As a routine he put a catheter into the rectum, gave the 
injection, and left the catheter in. He had never seen rectal trouble occur 
following injections of rectal, ether. 

Dr. D. G. Mapu, referred to the fact that Dr. Beckenham said there 
was no synergism between magnesium sulphate and morphine, while Dr. 
Gwathmey said there was. He asked why it was necessary to give quinine. 

Dr. T. M. Hearty said that when Dr. Gwathmey’s paper on ‘‘Atizesthesia 
in Labour’? appeared in 1923 some cases had been treated in this manner at 
the Coombe Hospital according to Dr. Gwathmey’s technique. The results 
obtained were rather disappointing. Since the. stronger solutions of 
magnesium sulphate had been introduced in 1924, however, he (Dr. Healy) 
had been more satisfied with the results. Some patients had scopolaimine- 
morphine anesthesia in one labour and Gwathmey aneesthesia in another ; 
they seemed to think that the quinine was less nauseating. Magnesium 
sulphate was now given intramuscularly, although this was not done 
when the method was first used. He had never seen cases in which there 
was difficulty in the third stage of labour, and there was no difference in 
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the stillbirth rate since this method of anesthesia had been used. He 
regarded it as a good method, but he said that a large number of patients 
objected to rectal instillations. 

Dr. D. V. Morris said he had been using Gwathmey anzesthesia for 
some time, and it was very successful in private practice. He was content 
with analgesia. He mentioned the case of an elderly primipara upon whom 
it was at first thought it would be necessary to perform Czesarean section. 
In this case from the time of analgesia she had a quiet and successful 
labour, and delivered herself naturally without difficulty. In hospital 
cases, of course, it was impossible to expect such good results as in private 
practice. 

Dr. F. Doy1e said he had never used Gwathmey aneesthesia, but it 
seemed to him that in using it a tremendous number of different drugs 
was being introduced into the patient. He felt that at present it was 
a rather tentative method. He believed that some patients developed very 
severe colitis as a result of irritation by the ether. He thought that in many 
cases ether was a bad anesthetic. He referred to a paper recently written 
in an American journal by a writer who praised Gwathmey anesthesia, 
but who did not say that it was perfect. The writer preferred gas and 
oxygen preceded by twilight sleep. 

Dr. R. W. SHaw said he had never used Gwathmey anesthesia in 
obstetric cases, but he had used it in other cases. The technique was rather 
complicated, and it took a long time to produce anesthesia, He thought 
that if ether was used, avertin had many more possibilities than Gwathmey’s 
method, He referred to a case in which he had recently performed an 
operation on the brain: the patient complained of great pain when the 
ether and oil was injected into the rectum. 

The Master of the Rotunda Hospital said that when he had suggested to 
Dr. O’Donel Browne to study the Gwathmey method of anesthesia in 
labour he was anxious to find out if this was a method which could be 
generally used, not only by the specialists but by the general practitioner. 
Dr. Browne in his valuable paper had demonstrated certain points, although 
the number of cases was small. It was difficult for the assistants at the 
Rotunda Hospital to devote much time to such cases. The routine work 
was heavy, and the isolation wards, which are so necessary for such an 
investigation, were not always available. The method did not appear to be 
a suitable one for the busy general practitioner, for during the time occupied 
in, collecting the results in his 41 cases there were 6,000 confinements in 
the hospital. In spite of the statements, and in spite of the excellent work 
of Gwathmey and his disciples, he did not see that this method would 
become universal any more than twilight sleep. 

He, Dr. Solomons, was specially interested in the remarks on this 
latter subject. When he and his co-assistant, the late Dr. Freeland, were 
working on that subject 20 years ago, experiments had to be made to 
determine the correct dosage. The results of the paper, written at that 
time, could scarcely be compared with the results obtained by Gwathmey’s 
method, in which the dosage was definite. He did not think there was 
much to choose between the methods; each had disadvantages and advan- 
tages. He believed that the ideal anzesthetic is gas and oxygen. 

He agreed as to the danger of giving anaesthetics to toxzemic patients, 
but when gas and oxygen were not available ether was the safest. 
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It has been proved that quinine given in the way recommended by 
Gwathmey was not dangerous for the child, and in his opinion there was 
no danger to the child in the castor oil and quinine method of inducing 
labour. 

He intended to have more investigations on the subject of anzesthesia 
done at the Rotunda Hospital. 

The President said that the conclusions which Dr. O’Donel Browne had 
come to regarding Gwathmey’s method of anzsthesia seemed to him the 
President) to bury the bogey about quinine. He had never seen a case in 
which quinine had harmed the baby. 


Dr. BETHEL SOLOMONS described 


SoME PRELIMINARY INVESTIGATIONS ON FOUCHET’s TEST IN THE 
TOXZ:MIAS OF PREGNANCY 





which had been made at the Rotunda Hospital. The diagnosing of reflex 
or hysterical vomiting from the toxeemic vomiting was sometimes a matter 
of great difficulty. The diagnosis was evident when albumin was present 
in the urine, but in the absence of albuminuria, when the liver was the 
organ chiefly involved, Fouchet’s test was of great value. 

The results in 100 cases were given. The chief facts elicited were, that 
the test was valueless in eclampsia and eclampsism; the same applied 
to miscellaneous conditions in which it was tried, but in hyperemesis 
gravidarum it was of great value in diagnosis and, therefore, in treatment. 
The test was especially valuable because it was simple and the result was 
quickly arrived at. 

Dr. F. S. Bourke said he had carried out the test in all the cases 
described by Dr. Solomons; the results had been very dramatic. 

The PRESIDENT referred to the great help of biochemical investigations 
in obstetric cases. At present biochemical tests were not very commonly 
used, and it was necessary to rely chiefly on the clinical aspect of a case. 
He was interested to note that Fouchet’s test was usually negative in cases 
of accidental haemorrhage. He asked if it was possible to carry out this 
test in a quantitative way. 























A Meeting of the Section of Obstetrics of the Royal Academy of 
Medicine in Ireland was held in the Royal College of Physicians on 
Friday, March 2oth, 1931. The President, Dr. A. H. Davipson, was in the 
‘Chair. 


Dr. BETHEL SOLOMONS read 
THE RotunpDA Hospital, REPORT FOR THE YEAR ENDING OCTOBER IST, 1930. 


The President, referring to the fact that there were more deliveries in 
the hospital this year than last year, and less in the district, said that 
this pointed to the fact that the poor were now beginning to realize that 
they got better treatment in hospital than in their own homes. There were 
some cases of véry severe toxeemia. Having regard to the fact that ante- 
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natal clinics had been established, one would expect that cases of toxeemia 
would be fewer and that the severity of the disease would be lessened, 
but, apparently, this was not so. There had not been a death from placenta 
previa in the Rotunda Hospital for four years; this, he thought, was very 
satisfactory. A number of Czesarean sections had been carried out; he 
thought that this operation had an extremely small place in the treatment 
of placenta previa. He felt that the indications for Cesarean section 
were now slightly more numerous than they used to be. He did not think 
that because one death occurred from chloroform this anzesthetic should 
be altogether given up. In referring to the small number of Wertheim’s 
operations which had to be done, he said that he thought the number of 
cases of cancer of the cervix was definitely increasing. He had recently 
seen a great many such cases in hospital. If Wertheim’s operation was 
limited to cases of early cancer, he thought that much better results were 
obtained from it than from treatment with radium. He thought that 
vaginal hysterectomy had a definite place in gynecology. Total hyster- 
ectomy was a much better operation than sub-total hysterectomy, and in 
his opinion the former should be done in every case. He did not think 
that the good results which Dr. Solomons had obtained in the case in 
which: he had performed grafting of the ovary would last more than six 
or eight months. 

Sir Wi.u1aM SMvLy said that it was a very good thing that lectures 
on the proper management of infants were given in the Rotunda Hospital, 
because previously very little was taught about this subject. He asked if 
the patient with pyloric stenosis mentioned in the Report was operated on, 
- if so, was the diagnosis proved correct at operation, and what was the 
ultimate result ? 

Dr. GIBBON FITZGIBBON mentioned cases of melzna neonatorum, and 
said that at one time he believed that horse serum was almost a specific 
remedy in this disease, but later he changed his view. He did not regard 
albuminuria as a normal occurrence in pregnancy, and thought that in 
most cases it was due to lack of antenatal care, and that if the patients 
had been to antenatal clinics the albuminuria might have been avoided. 
He thought that the table of cases of placenta praevia was very valuable, 
as it showed the different ways in which treatment was carried out for 
this condition with the foetal mortality for each method. He did not think 
that foetal death arose as a result of version. He felt that uterine inertia 
occurred in the Rotunda Hospital more commonly than in the district 
or in private practice. In some of these cases it was necessary to do 
Cesarean section. He regarded chloroform as a safe anesthetic. He 
would not use blood transfusion too freely, because he thought it was 
an unsatisfactory procedure in some cases. 

Dr. D. G. Mapmu, said that the fact that three eclamptics died of 
cerebral heemorrhage was a sad commentary on the neglect of patients to 
attend the antenatal dispensary. Had these patients dong so the fatalities 
might have been averted. The results in the cases of placenta previa 
had not been surpassed, but he thought that three Czesarean sections 
out of 19 cases were too many. He also thought that the percentage of 
forceps cases was rather high. Although the forceps was perfectly 
safe in a well-equipped hospital, such as the Rotunda Hospital, the 
inference conveyed to the students was that the forceps should be applied 
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at once in every case of delay without definite indications. This was a 
false inference. 

Dr. J. W. BIGGER said that his object in speaking was to attempt to 
persuade the Master of the Rotunda Hospital to alter the method of 
presentation of some of the statistics of the hospital. In Dr. Solomons’s 
last three reports, the percentage of maternal mortality related to the 
combined intern and extern maternities. Previous Masters had stated 
the intern and extern maternal mortality percentages separately. Such a 
change might mislead those who read the reports, and Dr. Solomons had 
himself been mislead, as in a recent issue of the Irish Journal of Medical 
Science, he had compared some of Dr. Jellett’s mortality rates with his 
own, and had drawn certain conclusions from the comparison. Dr. Jellett’s 
rates, however, were for intern mortalities only, while Dr. Solomons’s 
were for intern plus extern mortalities. The rates were, therefore, not 
comparable, and valid conclusions could not be drawn from them. 

Dr. Bigger demonstrated certain discrepancies between the percentage 
mortalities as published in the reports of various Masters and the rates 
he had himself calculated. He pointed out the causes of these discrepancies 
and begged the present and future Masters to avoid all ambiguity and 
to publish the maternal mortality percentages for the intern and extern 
departments separately. : 

Dr. J. S. Quin thought that in the past decade statistics had ceased 
to play such an important part in the Rotunda Hospital Report as they 
formerly did. He did not think that low segment Czesarean section with 
drainage was a very satisfactory operation. He asked if, when blood 
transfusion was carried out, the blood of the donor was typed against that 
oi the recipient; or was the donor one of the universal type? He always 
found oil and quinine a most satisfactory method of inducing labour, and 
he regarded chloroform as a most satisfactory anzesthetic. He asked if 
the Caesarean sections which had been carried out were confined entirely 
to primipare. 

Dr. D, J. CANNON said he thought it was advisable to try new methods 
of anzesthesia; he referred to the value of doing work on the histology of 
the placenta and to the importance of the children’s ward which was now 
open at the Rotunda Hospital. He suggested a trial of Stroganoff’s treat- 
ment. in cases of eclampsia, in order that the results might be compared 
with those obtained by the present method. He thought that glucose 
and saline were better than normal saline in cases of toxzemic accidental 
hemorrhage. He asked if many patients who had had antenatal treat- 
ment had developed uterine inertia. He did not think that occipito- 
posterior cases should be interfered with. Referring to the cases of hypere- 
mesis gravidarum treated by the induction of premature labour, he said 
that he thought all patients with this condition were primarily neurotic, 
and not toxzemic, and the foetus had nothing whatsoever to do with the 
vomiting. Pe 

Dr. R. M. Corse? said that in a case in which there were melana and 
heematemesis the baby almost invariably died. He asked if it was wise to 
give a blood transfusion in cases of toxzemic accidental haemorrhage? He 
asked if Dr. Solomons had given transfusions of blood in these cases, and if, 
in cases in which transfusions had been given, any damage had been done 
on account of giving protein to the patient. He felt that oxytocic drugs 
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were absolutely contra-indicated in cases of uterine inertia, but he had 
been greatly impressed with the efficacy of chloral hydrate in the later 
stages of labour in these patients. He had seen more cases of cancer of 
the cervix in hospital recently than in previous years. 

Dr. F. Dove said he would not condemn chloroform, but he would 
only give it to patients who were organically sound. He recommended 
the use of gas and oxygen anesthesia in cases in which severe operative 
procedures had to be carried out. 

Dr. O’DONEL BROWNE referred to Tweedy’s and to Stroganoff’s treat- 
ment of eclampsia. He thought the routine treatment at present in use 
at the Rotunda Hospital was not exactly Tweedy’s treatment, and he 
mentioned that Tweedy laid great stress on details of his treatment. He 
mentioned some cases in which he had seen collapse occur after the 
administration of stovaine, and asked if Dr. Solomons regarded spinal 
anesthesia as being as dangerous as ordinary anesthesia. 

Dr, B. CRICHTON said that in cases of meleena neonatorum five cubic 
centimetres of the mother’s blood were given to the infant, and it was 
advisable to inject as much as 10 c.c. of the serum daily. 

Dr. BETHEL SOLOMONS, in reply, said that the statistics of the hospital 
were prepared in such detail that an investigator could find out every point 
by a perusal of the Report. As he mentioned in the preliminary matter, 
he had taken the intern and extern cases together when estimating 
mortality percentages, because the serious cases in the extern department 
were admitted into the hospital for treatment; therefore, it seemed to him 
correct to consider the two sets of figures together. As there seemed to 
be some difficulty in understanding the figures he would make the matter 
more clear by inserting in the appropriate tables the percentage rates for 
the two departments separately as well as together. The type of case 
admitted to the hospital to-day was very different from that admitted 
20 years ago, so that a comparison of the mortality of 20 years ago with 
the present mortality was fallacious. The numbers were larger now, and 
although the deliveries in the extern department this year were less by 
81, the deliveries in the hospital were increased by 224—a net gain of 143 
cases. 

He believed that the place of Caesarean section in placenta praevia was 
small, but it was very definite—a primigravida with a central placenta 
preevia and the baby at or near term ought nowadays to be treated by 
Czesarean section. He did not think it was as safe for the mother as 
bipolar version. All the babies in his series were still alive. 

Every effort was made to avoid Czesarean section, which he regarded as 
a necessary evil: the number of vaginal deliveries in apparently hopeless 
cases was very great. There was no doubt that some Czesarean sections 
could be avoided by allowing the infant to die in utero, 

When a woman developed general peritonitis in the puerperium he 
would not ‘perform hysterectomy unless the uterus was gangrenous; then 
it was sometimes a life-saving procedure. He had not found ligature of 
the ovarian veins a practical proposition in the treatment of sepsis. He 
had been criticized for.substituting ether for chloroform in the labour ward 
because of one death from chloroform poisoning ; he hastened to state that 
this was the third death from chloroform during his mastership. He 
sometimes had to depend on anesthetists without great experience. 
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Chloroform was not the safe anesthetic it was supposed to be. He had 
had numerous frights in his professional life, and though he had never lost 
a case in private practice there were some anxious moments. He disliked 
greatly giving up the use of chloroform, but the circumstances compelled 
him to do so. 

He had carried on the treatment of eclampsia as he had practised’ it 
when assistant to Dr. Tweedy, except that he had given glucose. He 
believed that there was a place for phlebotomy in treatment and he 
intended to use it in certain ‘cases. He did not mean to suggest that 
albuminuria was a normal occurrence; he had stated that it was found in 
such an enormous number of patients who were confined without trouble that 
it was sometimes harmless. He agreed that the ideal prenatal treatment was 
prevention, but in spite of all advice women continued to get albuminuria. 

He found that blood transfusion was seldom a practical possibility in 
obstetrical emergencies. When it was done the donor was typed against 
the recipient. The submammary infusion of saline, with or without 
glucose, was his sheet anchor. He divided accidental hemorrhage into: 
(1) Toxzemic, in which there were signs of toxeemia; (2) True, in which 
the signs of toxzemia were not present; the patient was sometimes mori- 
bund and, in addition to saline, it was necessary to press cardiac stimu- 
lants. 

The number of deliveries by the forceps could be diminished by allow- 
ing women to suffer long with the head on tle perineum. The incidence 
was six per cent, and of the 137 cases the indications were, delay in the 
second stage 57, disproportion 23, foetal distress 32. The indications for 
the methods of induction by castor oil and quinine and by bougies could 
be found in the Tables. He had been disappointed that there was not 
a Ioo per cent cure in melena neonatorum and he suggested that there 
might be some isolated cases in which the operative cure of a possible 
duodenal ulcer might save life. 

It was quite wrong to suggest that psycho-therapy would have the 
slightest effect in a case of severe toxzeemic hyperemesis—it certainly had 
effect in hysterical hyperemesis, but the diagnosis had to be made with 
extreme care and he had shown that Fouchet’s test was of great assistance. 

Spinal anesthesia was not entirely safe; it had definite advantages and 
disadvantages. Decortication of the ovary was successful in some cases 
of sterility with scanty menstruation—when the outer cortex was shaved 
with a sharp knife there was no hemorrhage. Rupture of the Graafian 
follicle per vaginam, when done once, was sometimes useful in the human 
as it was in cattle. The questions raised as to the relative merits of radium 
and Wertheim’s operation, total and subtotal hysterectomy were too wide 
to discuss that evening. 

He reiterated his findings with regard to the operation of posterior 
division of the cervix. When he had performed the operation in the past 
he liad occasionally cured sterility, but he was so impressed by the number 
of sterile patients permanently sterilized by the operation, which was 
unfortunately simple to perform, that he had found it his duty to condemn 
it. A properly performed dilatation was of equal service. 
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3| For Healthy Nutrition 


In every condition in which the néed of a nutritious and 
easily digested food is indicated the advantages of 
“ Ovaltine” are definite and many. In no case need 
the physician hesitate to order its liberal use. 


“QOvaltine” isa highly concentrated extraction of malt, 
milk and eggs, it is almost completely absorbed by 
the system, and because of its complete absorption, and 
because it is a form of nourishment complete in every 
respect, “ Ovaltine” tones, strengthens, reinforces and 
reinvigorates the whole body, 


“ Qvaltine” is purin-free. Its use neither aggravates the 
tendency to arterio-sclerosis, nor favours the accumula- 
tion of uric acid in the system. This delicate food 
beverage sustains life ideally by promoting the healthy 
activity of the basy. = gape 
































A liberal supply for clinical trial pint Fe on request. 
A. WANDER, LTD., 184 Queen's Gate, S.W.7 
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Valentine's Meat-Juice 
In Typhoid, Gastric and Other Fevers : 
when the Digestive Organs are Impaired 
and it is Imperative to Sustain the Pa- 
tient, Valentine’s Meat-Juice demon- 
strates its Ease of Assimilation and ~ 
Power of Restoring and Strengthening. 


J. R. Wood, M. D., Physician Sheltering Arms Hos- 
ital, Paint Creek, W. Va., U. S. A.v' * T have been rm 
ALENTINE’S MEAT-JUICE in the treatment of 
Fever cases in the Sheltering Arms Hospital, for the last... 
two or three weeks, with the most gratifying results, both 
to the patient and physician. I consider it the best oe eC 
aration of animal food I have ever seen, in fact, the only = 
‘ one I have ever had any success with.”’ i 


Cc. R. Trippe, M. D., Easton, Maryland, U. S.A.> 
‘The VALENTINE’S MEAT-JUICH came at avery opportume © 
time, for shortly after I received a very severe accident 

to my knee from which I had Traumatie Fever for three. « 
weeks and could eat nothing, not even milk. Ihadoften © 
prescribed it, but had no idea of its real merit until lused 
it myself, {lived upon it for at leasta week andnotonly — 
found it very aoarlning but very pleasant to take, im fact,- 


was anxious for the time to come to take it. 


For Sale by European and American Chemists and Druggists.. 


VALENTINE’S MEAT-JUICE COMPANY, 
~ Da RICHMOND, VIRGINIA, U. S.A, 


Insufficiency of the essential minerele— 
sodium, poteesium, calcium, iron and 

re inevitably leads to syndtomes 
of lowered. vitality. ; 


In cases of.neurasthenia, debility, anemia, 
cachexia, weak resistance and other ran- 


down conditions, Compound. Syr of. 
Hypophosphites “Fellows” runpliee these : 
indispensable minerals in assimilable form, 
pb eh oe with phosphorus, quinine 

and stry : : 


Dosee'd teaspoonful é ak 


Fellows Medical Mfg. Company, Ine. : 
26 Christopher St., New York, N. Y- 





IT SUPPLIES 
THE ESSENTIAL 
MINERALS 





